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ASEPTIC AND ANTISEPTIC SURGERY 


Gurd, F. B.: A Contribution to the Technique of 
Infected Wound Closure, More Especially 
Compound Fractures. Lancet, Lond., 10918, 
Cxclv, 731. 

Infected compound fractures, as seen in the home 
hospital, fall into three groups, depending upon 


degree and virulence of infection, resistance of the’ 


individual, and the length of time since injury. 

1. Acute suppurative cellulitis with slough for- 
mation. 

2. Open granulating wounds communicating 
freely with exposed bone and discharging purulent 
material in moderate quantities. 

3. More or less quiescent bone inflammation 
communicating with the surface by means of one 
or more sinuses. 

The treatment of acute suppurative cellulitis has 
consisted in excision and cleansing of the original 
wound. Adequate incision is made, tubes introduced, 
and discontinuous instillation with Dakin’s solution 
or eusol employed according to Carrel’s method. 
Dressings are changed daily or once in forty- 
eight or seventy-two hours, depending upon the 
amount of suppuration. So soon as_ necrotic 
fascia, muscle tissue, etc., have separated or have 
been excised and profuse suppuration controlled, 
the treatment is changed. The surface of the wound 
and surrounding skin is cleansed with soap and water 
and bathed with spirits. The wound is then dried, 
an excess of bismuth iodo’orm paste is placed over 
the surface and in all the pockets and bone cavities. 
Gauze gently wrung out of liquid paraffin and 
containing in its center a mass of ‘‘bipp”’ is placed 
everywhere in contact with the tissues. 

Wounds so treated do not require dressing more 
often than once in five to fifteen days. Also wounds 
so treated have now been transferred into group 2. 

As soon as the infectious process has become loca- 
lized, as evidenced by absence of surrounding 
oedema and hyperemia, an effort is made to approxi- 


‘operation may 
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mate the tissue and skin edges, and so minimize the 
ultimate formation of new tissue with its accompany- 
ing sequela of adherent scars and nutritional 
disturbances. This is done by the insertion of 
mattress sutures of heavy silk smeared with 
“bipp” and protected by small rubber tubes or 
buttons. These sutures are placed from 2 to 4 cm. 
from the edge of the wound and drawn sufficiently 
tight to put continuous traction on the tissues. 
At each dressing, at from six to twelve day intervals, 
new sutures are inserted and the tissues in this way 
gradually approximated. As the skin edges approach 
one another, the skin is undercut in order to avoid 
invagination of the scar. At each dressing the 
bone ends are carefully palpated and the “‘bipp” 
pack brought in accurate contact with bare bone. 
All loose white bone fragments are removed and 
the bone ends which are not covered with granu- 
lations within six weeks from the time of injury 
are nibbled away until healthy bone is encountered. 

In the third class of cases, compound fractures 
in which the inflammation is limited to one or more 
discharging sinuses, the author suggests a more 
aggressive method of treatment than is commonly 
employed. 

In the treatment of sinuses the author emphasizes 
the value of passive hyperemia. As a working 
rule he believes it is correct to assume that any 
patient, in whom induction of passive hyperemia 
in an infected limb for two periods of thirty minutes 
in one day is not followed by a febrile reaction of more 
than 99.4°, is a suitable subject for surgical inter- 
ference. If no reaction follows the hyperemia, 
be undertaken at once. Only 
minimal interference should be carried out with a 
reaction of more than 99.4°. 

Operation in this group consists of excision 
en masse of as much scar tissue as possible while still 
permitting the closure of wound edges. Free and 
fixed sequestra are sought for and removed, and 
dead bone is nibbled away. The wound is “bipped”’ 
and closed with mattress sutures. 








. 
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In the author’s series of cases, 8 were closed at 
first operation, 7 in two stages, and 7 in three 
stages. One case of attempted closure in two 
stages proved a failure. 

The author reports 5 cases in detail which 
exemplify various details of the procedure. 

In conclusion the author states that he believes 
a more aggressive and direct method of treatment 
of infected compound fractures than is commonly 
employed in the home hospitals is indicated. 
The techniques introduced by Morison and Carrel 
have each proved their usefulness in France. 

The advantages claimed for the author’s method 
are: 

1. Lessening of discomfort and pain to the 
patient, as a result of increase of the interval 
between dressings and shortening of the open 
wound period. 

2. Improvement of functional result in conse- 
quence of less frequent disturbance of bone frag- 
ments. A diminution in the number of painful 
scars, and early opportunity for secondary opera- 
tions. 

3. Early transformation of patients from dress- 
ing to observation class of men. 

4. Shortening of hospital days per patient and 
consequent increase in the usefulness of hospital 
beds. 

5. Economy of dressing material. V. C. Hunt. 
Austin, J. H., and Taylor, H. D.: Behavior of 

Hypochlorite and of Chloramine-T Solutions 
in Contact with Necrotic and Normal Tissues 
in Vivo. J. Exp. Med., 1918, xxvii, 627. 


It has been known for some time that the chlorine 
content and consequently the potency of hypo- 
chlorite of soda solutions diminishes rapidly when 
in contact with the surface of wounds. This is em- 
phasized by Carrel and Dehelly, and for this reason 
they advocate a frequent renewal of the antiseptic 
solution in the wound. This insures the keeping 
of the concentration as constant as possible. 

It would be difficult to determine the rapidity 
of the fall in chlorine concentration on an actual 
wound as encountered in the ward, and almost 
impossible to parallel such observations with others 
on an equal quantity of solution in contact with an 
equal area of normal skin. Inasmuch as exact 
determinations of the rapidity of the fall in chlorine 
concentration on pathological and on normal skin 
under experimental conditions might be of value 
to surgeons using Dakin’s hypochlorite and chlor- 
amine-T solutions clinically, the authors chose 
the following method of investigation. 

The left ears of three white rabbits of the same 
relative size and weight were exposed to the rays 
emitted by a Coolidge tube. The sparkgap used 
measured three inches; the milliamperage was 10; 
the distance from the target to the ear was six 
inches; and the time of exposure was twenty 
minutes. 

Eight weeks later the X-rayed ears each exhibited 
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a sharply demarcated gangrenous area over which 
there was considerable crusting of epithelium and 
secretions, and in the lumen there was much thick 
pus. 

The ears of theaffected rabbits were each 
suspended for twenty minutes in a beaker containing 
400 ccm. of the solution to be tested. 

As a result of these determinations the authors 
drew the following conclusions: 

1. The fall in chlorine concentration of Dakin’s 
hypochlorite solution is more rapid in contact with 
necrotic than in contact with normal tissue. 

2. The fall in chlorine concentration of chlora- 
mine-T solution is very slight when applied to 
necrotic tissue and is negligible when applied to 
normal tissue. 

3. The action of the hypochlorite solution on 
tissue results in the separation of particles of 
necrotic tissue, hair, epithelial scales, coagulated 
serum, etc., and a gradual digestion of these sub- 
stances, taking place over a period of at least 
seventeen hours. 

4. The fall in the chlorine concentration of the 
hypochlorite solution is not complete until the 
particles are completely dissolved. 

5. Chloramine-T solution, 2 per cent, has no 
erosive effect comparable with that exhibited by 
the hypochlorite solution. 

6. Repeated exposures to the three solutions 
show the hypochlorite solution to be superior in 
its cleansing ability on necrotic tissue. 

7. The hypochlorite solution is much more 
irritating to normal rabbit skin than chloramine-T 
solution or the alkaline control solution. 

8. Therefore the irritating effects must be due 
to the readily available chlorine. 

GeEorGE E. BEILBy. 


Thévenot and Tuffier, T.: Primary or Secondary 
Suture of the Soft Parts in 115 Fracture 
Wounds (115 cas de suture primitive ou sécondaire 
des parties molles chez des fracturés). Bull. et mém. 
Soc. de chir. de Par., 1918, xliv, 1039. 


Although at present the primary suture of wounds 
of the soft parts or articular wounds has become 
classical, yet this practice is only applied to a re- 
stricted number of fractures, in spite of the excellent 
results published. From August to October, 
1917, the authors primarily or secondarily sutured 
a large number of important fracture wounds. 
Most of the cases were severe, many being extensive 
diaphyseal fractures. The evolution of these cases 
has been followed to February, 1918, in 115 cases, 
and the authors’ report is based thereon. 

The general results are shown in tables. The 
primary sutures done from August 1 to October 
25, 1917, and followed until February 15, 1918, in 
89 fractures of the limbs gave perfect reunion in 
51 cases, partial or total disunion in 30 cases, 
and in 8 cases the results are unknown. 

In 27 cases of secondary suture, there was perfect 
reunion in 17 cases, partial or no union in 4 cases, 




















and in 4 cases the results areunknown. No case in 
which there was any kind of defect is included in 
these reunions. 

The treatment followed in these cases is: (1) 
radiography immediately on the man’s arrival; 
(2) excision of soft contused parts, very extensive 
excision being avoided as far as possible, the 
authors preferring a little risk as regards the result 
of the suture rather than interference with ultimate 
function by too extensive removal of tissues; 
removal of bone fragments and curettage of the 
bony medulla; ether lavage; suture in layers. If 
the wound is deep and dirty or if the deep resection 
leaves a gaping cavity, the authors drain for two 
or three days. If the wound is observed to be exten- 
sively infected, it is left largely open and submitted 
to the Dakin or ether injections with Carrel tubes. 
Suture is done when laboratory tests show a satis- 
factory condition. 

While it is the surgeon’s duty to convert an 
open fracture into a closed one whenever he is 
sure of asepsis, there are many cases in which the 
decision between primary and secondary suture is 
doubtful. The authors do not consider that labora- 
tory tests alone give sufficient indications. The 
surgeon must decide from his general impressions, 
guided by the clinical data. The nature of the pro- 
jectile, the number and kind of foreign bodies 
extracted, the appearance of the soft parts, the 
time between injury and operation are factors to 
be taken into account. If these facts are not avail- 
able, delayed suture is indicated. The nature of the 
fracture is also important. If it is comminutive 
with many loose fragments, it is better to await 
until secondary clearance is done, if it is called for, 
as the proper time to suture the soft parts. 

When there is no active fighting, the authors 
have been able to do immediate suture in about 
40 per cent of their cases. This figure is greatly 
reduced during periods of attack. 

W. A. BRENNAN. 


ANZSTHETICS 


Riethmuller, R. H.: Causes of Failure and Un- 
toward Results in Conductive Anzsthesia. 
Am. J. Surg., 1918, xxxii, 93. 


Stock solutions of novocaine-suprarenin are objec- 
tionable, since their keeping property depends upon 
antiseptics of some kind or other which, when in- 
jected, act unfavorably upon the tissues and 
frequently produce after-pain or even sloughing. 
The admixture of a physiologic amount of sodium 
chloride or Ringer ingredients with novocaine- 
suprarenin is contra-indicated as the combination 
of NaCl and suprarenin is unstable, and such 
combination tablets invariably yield discolored 
solutions. Prolonged exposure to heat, light, and 
moisture results in decomposition of the tablets 
despite the precautions in packing exercised by the 
manufacturers. If hydrochloric acid is used to over- 
come the alkalinity of ordinary glass containers, 
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great caution is advised not to Over-acidulate, since 
intense and prolonged after-pain will follow the 
injection of such solutions. The use of contaminated 
distilled water is condemned as it is conducive to 
after-pain, sloughing, and even suppuration. 

The toxic symptoms produced by novocaine- 
suprarenin solutions have been shown to be due to 
the novocaine. Slow injection with just enough 
pressure to evacuate the syringe is the most efficient 
means for avoiding toxic symptoms. The pre- 
caution of advising the patient to eat a hearty meal 
before operation under local anesthesia will practi- 
cally eradicate all tendency to faintness. 

The usual symptoms of toxic effects in the various 
types of patients are summed up as follows: Weakly 
anemic patients are prone to pallor and slight 
trembling of the extremities. In cardiacs, distress- 
ing sensations in the heart region, shallow and 
rapid respiration, and perspiration on the forehead 
are noted. The bilious temperaments are most pro- 
nouncedly affected. ‘In persons with high blood- 
pressure, the administration of mild narcotics 
previous to injection insures good results. In 
neurotics and hysterics, successful treatment de- 
pends on the operator’s personality. Epileptics can 
be treated successfully during the period between 
the attacks. Children seem to be practically immune 
to both 1 and 2 per cent solutions. 

Asepsis of instruments is necessary and the lack 
thereof is a common cause of after-pain and infec- 
tions. The prime requisite for a successful tech- 
nique of conductive anesthesia is a thorough 
familiarity with the anatomy of the head. Any 
pain caused by the insertion of the needle is directly 
attributable to faulty technique. The mucosa and 
submucosa are rendered insensitive, at the same 
time sterilized, by the local application of the 
iodine-menthol-benzol mixture suggested by the 
author. For the rest, the needle should advance 
slowly through areolar, soft, fatty and connective 
tissues which have no sensory innervation. 

E. B. FREILICcH. 


Lapeyre, L.: Anzesthesia by Combining Scopola- 
mine with the Reclus Method (Anesthésie par 
emploi de la scopolamine et de la méthode de 
Reclus). Bull. et mém. Soc. de chir. de Par., 1918, 
xliv, 929. 

Lapeyre combines the partial anaesthesia ob- 
tained by a prior injection of scopolamine with the 
local anesthesia obtained by novocaine-adrenalin 
according to Reclus’ technique. The novocaine is 
used only to obtain anesthesia of the skin and 
superficial tissues; scopolamine renders the patient 
insensible to the other stages of the operation. 
Lapeyre has never observed any aggravation of the 
general state attributable to the scopolamine. 

The technique employed is as follows: the in- 
jection of one-fourth of a centigram of morphine 
and one-fourth of a milligram of scopolamine one 
hour before operation; a second injection, the same 
as the first, half an hour before operation; rapid 
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surface anesthesia at the time of operation. One- 
half of a milligram of scopolamine is generally suffi- 
cient and Lapeyre considers 1 milligram a dangerous 
dose. 

Lapeyre has practiced this method for five years. 
In war surgery he finds its indications in the shocked 
or when there is kidney or liver intoxication. He 
uses it in civil surgery for gastro-enterostomy when 
the general state is poor, for entero-anastomosis or 
intestinal resections, strangulated hernia, operations 
on the bile-ducts, etc. 

In 52 patients operated upon under particularly 
unfavorable circumstances, in only one case did 
scopolamine appear to add to the general depression 
or intoxication. W. A. BRENNAN. , 


Vignes, H.: Anzsthesia in War Surgery. Am. J. 
Surg., 1918, xxxii, 86. 


The author had charge of handling 471 wounded 
soldiers brought direct from the battlefield after 
the lapse of from one and a half to four hours. 
General anesthesia was used in 55 cases, local in 
198, and 185 injections of morphine were given, 
usually ten minutes before operation. Except for 
simple, painless dressings, any other surgical pro- 
cedure on the wounded in this war absolutely de- 
mands the use of general or local anesthesia. 
Morphine was used as a preliminary to general 
anesthesia to decrease the likelihood of excitement 
during induction, secure surgical narcosis more 


SURGERY OF THE 


HEAD 


Ceballos, A., and Bacigalupo, A. G.: Resection of 
the Auriculotemporal Nerve in the Treatment 
of Parotid Fistula (La reseccion del nervis 
auriculo-temporal en el tratamiento de las fistulas 
parotideas). Rev. Asoc. méd. argent., Buenos Aires, 
1918, xxviii, 395. 


The authors say that resection of the auriculo- 
temporal nerve removes the secretory stimulus 
provided by this nerve owing to its connection 
with the gland. 

A vertical incision of about 3 cm. is made imme- 
diately in front of the tragus and extending from the 
lobule of the ear to the superior border of the 
zygomatic arch. The nerve is isolated and sectioned 
as deeply as possible; this can be done without 
damaging the branches of the internal maxillary 
vein or other vessels and structures in the vicinity 
by observing care in the dissection. The interven- 
tion is so simple that it may be executed by any 
practitioner; it does not in any way alter the 
digestive properties of the saliva, as the loss of 
the secretion of one gland is supplied by hyper- 
secretion of the other. This operation should be 
the method of choice, as it is simpler than any 
plastic operation on Stenson’s duct, and its results 
are surer. The authors say that recently Morestin 
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readily, and maintain anesthesia. It was used as 
a prophylactic measure against the incidence of 
acapnia and to help diminish postoperative com- 
plications and dangers of intoxication and shock. 

Local anesthesia was used in excising contused 
tissues and removing debris; in cleansing the site 
of fractures, and in removing projectiles deeply 
imbedded in the thigh, loin, and region of the 
scapula. Contra-indications for local anesthesia 
are: in vascular regions which bleed freely and 
others in which dissections are difficult; when 
important organs are involved, when tendons and 
aponeuroses cross the operative field, when it is 
difficult to see the lesion, or when a retractor is 
necessary. Cocaine, novocaine, and stovaine have 
given excellent results, but if it is anticipated that 
general anesthesia must supplement the local, it 
is better to use stovaine or novocaine to avoid 
cocaine excitation during the induction of anes- 
thesia. 

For prolonged and extended operations it is 
advisable to use quinine-urea hydrochloride on 
account of its control of after-pain. Ethyl chloride 
should be used for general anesthesia whenever 
possible and presents the great advantage that the 
wounded operated upon shortly awaken to complete 
consciousness and can be more readily evacuated 
to the rear. The respective indications for chloro- 
form and ether are the same as for civil practice. 

E. B. FREILIcu. 


HEAD AND NECK 


in France obtained good results from it in cases 
of parotid fistule following war wounds. Clinical 
details are given of a case cured by this method of 
treatment. W. A. BRENNAN. 


Thomas, G. F.: Report of a Case of Osteoma of 
the Frontal Sinuses. Am. J. Roenigenol., 1918, 
Vv, 341. 


The author reports the case, first, because 
compact osteomata of the frontal sinuses are rare; 
and, secondly, because the the condition recurred 
after its apparently complete removal. 

The growth developed following an injury over 
the left eye. The first signs appeared within a 
month, there being ptosis of the upper lid, and 
swelling, with the eye pushed downward and out- 
ward. There was no pain or headache, but shortly 
afterward double vision developed. The plates made 
less than two months following the injury showed a 
very dense growth involving the left frontal sinus 
and extending into the orbit and above the 
frontal sinus, and beyond the median line into the 
right ethmoid region. The tumor was sharply 
demarcated from the normal bone structure by a 
thin bordering zone of absorption. The author 
suggested the absorption was due to the presence 
of the new-growth. 
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At the time of operation, the anterior plate of 
the frontal bone was found detached and showed 
signs of necrosis. Upon removal, an irregular 
ivory-like mass was found extending over the area 
as indicated by the plates. The mass was removed 
without disturbing the internal plate of the frontal 
bone, this being found intact. 

Nine months later, two plates of the head showed 
the same type of growth, but this time much more 
extensive. At this time, the tumor was composed 
of two large masses, apparently arising from a com- 
mon stalk. The plates a year following the original 
examination showed further increase in the size 
of the growth. A later history was not given. 

W. A. Evans. 


Rizzi, M. J.: Thrombophlebitis of the Lateral 
Sinus; Suppurative Thrombophlebitis of the 
Jugular; Cerebellar Abscess (Tromboflebitis del 
seno lateral; trombo-peri-flebitis supurado de la 
yugular; absceso cerebeloso). Semana méd., Buenos 
Aires, 1918, xxv, 33. 


In a case observed by the author after a benign 
case of grippal otitis, a thrombophlebitis developed 
which evolved without fever. A trepanation of the 
antrum and right sinus region was done which did 
not check the suppurative thrombophlebitis and 
septicemia. The jugular vein was manifestly 
the vessel involved, and a further operation was 
done to ligate this vein and remove the peri- 
jugular ganglia. Fifty-five days after operation for 
thrombophlebitis of the sinus it was necessary to 
open a cerebellar abscess of the right lobe. Various 
trepanations and encephalic punctures gave nega- 
tive results and an occipital craniectomy was done. 
This was followed by a suppurative cerebellitis 
which slowly cleared up and the patient made a 
good recovery. Eight months after the last inter- 
vention the patient is in good condition and has 
resumed his normal occupation. W. A. BRENNAN. 


Lobingier, A. S.: Cerebral (ikdema in Intracranial 
Trauma. Calif. St. J. Med., 1918, xvi, 303. 


The importance of cedema in injuries to the brain 
has received a tardy recognition partly because of 
the overshadowing significance hitherto attached 
to hemorrhage. Cdema in a greater or less degree 
is dependent on the severity of the injury sustained. 
Horsley in 1886 demonstrated clinically that oede- 
matous changes in the fundus could be relieved by 
trephining the skull, and at the International 
Congress in Berlin in 1890 showed that the pa- 
pilloedema associated with brain tumor was an 
evidence of intracranial tension which could be 
relieved by a decompressive operation on the skull 
and dura. He also demonstrated with photographic 
precision that the first invasion of the disc was a 
dilatation of the retinal veins on the upper nasal 
side, which passes gradually downward and across 
to the temporal side. Following this is the blurring 
of the oedema which takes the same course and, 
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where the intracranial tension persists, becomes 
diffuse over the disc, developing a true papillocdema. 

If, as Horsley found, the macrocytes and connec- 
tive tissue corpuscles lying beneath the muellerian 
fibers of the papilla compose the histology of 
papilloedema, it is obvious that one should find in 
the cytotic changes in the dendrons of the brain 
proper analogous phenomena as a result of trauma. 
It is quite apparent that one must look farther 
than the changes in the vascular mechanism of the 
brain for an explanation of cedema. 

Sargent and Holmes studied 1,239 patients in the 
London hospitals and found that while the degree 
of disability was to a degree dependent upon the 
severity of the trauma, most of the paralysis and 
the sensory and visual disturbances noted in the 
earlier stages were due not so much to the result 
of destruction of brain tissue as to concussion, 
oedema, and vascular disturbances that extend be- 
yond the site of the primary injury. While from 
the degree of the trauma an estimate can be made 
of the severity of the injury, yet it is not always 
the true index to the intracranial tension. 

A patient in shock with rapid pulse should be 
placed in bed with an ice cap to his head. Quiet 
should be preserved, but no opiates given if pos- 
sible. Blood-pressure and pulse-rate should be taken. 
As the intracranial pressure increases, the blood- 
pressure rises and the pulse-rate decreases. When 
the pulse falls below 60 in an adult and 80 in a 
child, the optic disc should be examined every 
few hours. An unerring evidence of increased 
intracranial tension is an increasing oedema of the 
disc. Confirmation of this may be had in a measure- 
ment of the pressure by the manometer as deter- 
mined at lumbar puncture. When the pressure 
rises above 10 mm. it is a plus tension. When 
20 ccm. of spinal fluid is withdrawn, the manometer 
will show a drop in intracranial tension, but the 
effusion and oedema will persist and the fundus 
remain but slightly changed. 

The treatment of cerebral oedema will always 
consist in the safe and definite relief of intra- 
cranial tension. Operation should never be done 
when the pulse is increasing in frequency, but should 
be performed before the cedema has passed the 
tentorium to centers in the medulla. While the 
pressure may be somewhat relieved by lumbar 
puncture, yet there is always danger of withdraw- 
ing an excessive amount of fluid and causing the 
medulla to collapse into the foramen magnum. 
A subtemporal decompression suggested by Horsley 
and perfected by Cushing offers dependable relief 
but it seldom returns a patient more than 75 or 
80 per cent of his former mental and nervous 
competency. P. W. SWEET. 


Pfingst, A. O.: Brain Abscess; Its Causes and 
Pathology. Mississippi Valley M. J., 1918, xxv, 
193- 

The mode of entrance of the infecting organism 
is discussed and a list of the various types of organ- 
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isms which have been found in brain abscesses is 
given. The frequency with which each cause is 
responsible for abscess is considered. ‘Traumatic 
origin gives abscess mostly in the frontal and par- 
ietal lobes; middle ear infections in the temporo- 
sphenoidal lobe and cerebellum; and pyemia more 
often in the occipital lobe. The gross pathology 
of the various types is given. Cerebral abscess is 
more frequent than cerebellar abscess in the ratio 
of four to one. Cart R. STEINKE. 


Dandy, W. E.: Ventriculography Following the 
Injection of Air into the Cerebral Ventricles. 
Ann. Surg., Phila., 1918, Ixviii, 5. 

In order to get a skiagram of the cerebral ven- 
tricles it is necessary to remove cerebrospinal fluid 
and substitute air. Owing to free communications 
between the third and lateral ventricles, fluid and 
air pass readily from one to the other, the fluid 
gravitating to the dependent portions and the air 
staying above. Most fluid can be obtained from 
puncture in the anterior part of either lateral 
ventricle, with the head placed face down. The 
exchange of air for cerebrospinal fluid must be made 
accurately; the air injected must not be greater in 
volume than the fluid withdrawn. 

A two-way record syringe is used. Twenty ccm. 
of fluid is withdrawn and an equal amount of air 
injected. This is repeated until no more fluid can 
be aspirated. By taking a series of plates in different 
planes with the head in various positions, allowing 
the air to distend first one ventricle and then the 
other, a greater area can be visualized. 

The author has injected 20 cases, all children, 
without ill effect, except in one case where pressure 
symptoms developed. Ventricular puncture with 
release of air gave quick relief. 

Internal hydrocephalus can be positively diag- 
nosed by ventriculography. It is hoped that in 
many cases it may make possible the early diagnosis 
of tumor. ListER TUHOLSKE. 


SURGERY OF 


CHEST WALL AND BREAST 


Durham, R.: War Surgery of the Chest. /nlernat. 
J. Surg., 1918, xxxi, 224. 

Certain general surgical principles applicable to 
war wounds of the chest are brought out by the ex- 
perience in the great war. In the period of lowered 
resistance with contamination present, i.e., the 
first four hours after injury, clean-cut surgery with 
the removal of destroyed tissues, foreign bodies, or 
particles of clothing, and gentle handling are in 
order. Then “physiologic rest”? (Crile), the mini- 
mum of transportation and discomfort, infrequent 
dressings, and the use of the modern antiseptics aid 
normal tissue resistance. Dakin’s solution, ‘‘bipp,” 
eusol, flavine, and dichloramine-T are of great aid. 
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Aikins, W. H. B.: Radium Therapy in Hyperthy- 
roidism, with Observations on the Endocrinous 
System. Internat. J. Surg., 1918, xxxi, 217. 


The author has had 45 cases of hyperthyroidism 
under treatment by radium. Of these, 23 have been 
clinically cured; in 17 there has been an improve- 
ment, and 4 cases have passed from observation. 
In only 19 patients did the thyroid gland itself 
decrease in size. General medical measures were 
applied as well in the treatment. Several other 
authors are quoted who have likewise reported 
favorable results with radium treatment. 

The occurrence of exophthalmic goiter following 
the removal of the ovaries in two of the three cases 
under observation interested the author in the inter- 
relationship existing among the organs of internal 
secretion, and he cites these cases in detail. He 
makes brief mention of the development of knowl- 
edge of the internal secretions and hormones and 
cites the clinical and experimental information 
obtained by numerous investigators tending to 
confirm the inter-relationship between the secretions 
from the endocrinous system. Thus the greater 
frequency of goiter in women, the marked thyroid 
gland changes accompanying periods of great sexual 
activity such as puberty, pregnancy and the meno- 
pause, all tend to confirm such an inter-relationship. 
The removal or atrophy of the thyroid has a marked 
influence on the genital system; and inversely, 
double oophorectomy leads to profound alterations 
in the thyroid and other endocrinous glands. Cal- 
cium metabolism is also supposed to have a bearing 
and to be dependent upon this inter-relationship. 

In conclusion the author states that there is 
unmistakably an intimate and marked relationship 
between all the organs of internal secretion and that 
they one and all play an important part in the 
process of development and reproduction. 

. ADOLPH HARTUNG. 


THE CHEST 


In the presence of infection, incision and drainage 
or the use of the Dakin treatment are resorted to, 
together with rest, moist heat, and the elevation 
of the affected part. After four or five days the 
stage of healing and granulation occurs, at which 
time secondary closure may prove _ successful. 
Finally sinuses, bone defects, nerve injuries, etc., 
require the attention of the surgeon. 

Trench warfare results in great numbers of chest 
wounds, which demand the most skillful modern 
methods of treatment. High velocity bullets often 
cause very slight damage. Larger wounds result in 
hemorrhage, secondary infection, lung collapse, 
lung abscess, etc. Radical surgery is applicable to 
these conditions: contused and contaminated tissue 
is excised; missiles and clothing fragments are 











removed; the chest opening is enlarged, when neces- 
sary, under local anesthetic, and the injured lung 
tissue removed, the lung sutured, and tears of the 
diaphragm closed, after the removal of all clots. 
Dakin’s solution or “bipp”’ is freely used, and the 
chest wound closed where possible. Roberts 
reports 200 chest wounds, 108 of which healed with- 
out infection after primary closure of the pleural 
cavity. 

Shrapnel and bullet entrance and exit wounds, 
and those due to small fragments of high explosive 
missiles, do well under expectant treatment, or if 
operated upon in the presence of increasing dys- 
pnoea, or cardiac displacement. Severe wounds with 
lung or bone injury, or shell and clothing fragments 
in the pleural cavity, and open “sucking”? wounds, 
have a high primary mortality, and a later operative 
mortality of 7 to 25 per cent. 

After-treatment consists of rest, heat, opiates, 
coffee and saline by rectum, and _ stimulants. 
Hemothorax with dyspncea is treated by aspiration 
and oxygen replacement. Sterile hemothorax of 
moderate size absorbs without operation. 

Retention of foreign bodies in aseptic cases does 
not appear to permanently cripple for military 
service. 

Drained infected haemothorax cases show a return 
to duty of fifty per cent. 

Late mortality from chest wounds is nil in Eng- 
land, but high in the fighting zone, and up to fifty 
per cent in the presence of infection. 

Early radical surgery with the new prophylactic 
methods of cleansing operation, together with the 
use of the modern war antiseptics, are to be rec- 
ommended. 


Dobson, J. F.: A Lecture on Some Features of 
Gunshot Wounds of the Chest. Brit. M. J., 
1918, i, 661. 

A great change has recently taken place in the 
treatment of chest wounds. They are now treated 
pn the same principles as are gunshot wounds of 
other parts of the body. The only cases in which 
operation is not advised are those in which wounds 
of the chest wall are small and clean, where there 
is no evidence of fractured rib, and where the re- 
tained foreign body is small. 

The results of early operative treatment are a 
striking triumph for British surgery. But there are 
failures or only partial successes following operation 
and it is to these cases this paper has reference. 

The chief cause of failure is sepsis. The propor- 
tion of secondary sepsis following immediate closure 
of the chest after thoracotomy varies from 20 
to 40 per cent. Gask and Wilkinson reported 67 
thoracotomies followed by empyema in 22 cases 
(32 per cent) and death in 19 cases (28 per cent). 
In 15 of these cases the operation was performed 
for infected hemothorax, and in 12 cases or 80 per 
cent an empyema later developed with 33 per cent 
resulting in death. 

Anderson found secondary drainage necessary in 
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12 (20 per cent), and there were 14 deaths. Roberts 
and Craig in 25 thoracotomies had 4o per cent of 
deaths. Lockwood and Nixon had 82 thoracic and 
abdominothoracic cases, of which 29 per cent died. 
Duval gives details of 29 thoracotomies with 8 
deaths (29 per cent) followed by empyema in 9 
cases with 2 deaths. In all these cases the late 
mortality and empyema rates do not appear to be 
included. It can safely be said that the mortality 
and morbidity among chest cases evacuated from 
the casualty clearing station is still considerable 
and almost entirely due to sepsis. 

The best prevention of sepsis is early and thorough 
operative treatment with complete closure. Gray, 
contrasting the results of immediate closure and 
drainage, gives the following figures: 1098 cases in 
which the pleural cavity was drained gave a 50 per 
cent mortality and 57 cases of closure gave 29.8 
per cent mortality. He states that operation with 
closure is therefore 20 per cent better than with 
drainage. This probably is not literally true, as 
the most heavily infected and serious cases would 
be drained. 

According to Bradford and Elliot infected 
hzmothorax occurs in 25 per cent. The infection 
may be early or late in the second or third week. 
The usual symptoms are dyspnoea and increased 
temperature and pulse. The cases of the most 
urgent rapid onset of symptoms are those of gas 
bacillus infection. Late cases are extremely dan- 
gerous. 

Preliminary aspiration may be resorted to but 
the symptoms are only in part due to mechanical 
pressure. Drainage of the chest should be effected 
as soon as possible, consisting of either a minor 
thoracotomy under local anesthesia or a wide 
incision with rib-spreading exposure and removal of 
fluid clots, foreign bodies, etc. Complete closure is 
possible only in the early cases, drainage being 
often necessary. But the patient may still succumb 
to sepsis. The drainage should therefore be supple- 
mented by instillation of an antiseptic. This may 
be done by irrigation through a drainage tube, by 
Carrel’s technique, by filling the cavity with Dakin’s 
solution every four hours, the fluid being siphoned 
off after two hours, or by the author’s special silver 
cannula with which he has had some strikingly good 
results. 

Chronic empyema is not infrequently the result 
of an infected hemothorax. In comparatively early 
cases where the adhesions tethering the lung are not 
very dense, they may after a time allow sufficient 
expansion of the lung to effect obliteration of the 
cavity. If this doesnot take place, chronic empyema 
results. This may be local, associated with very 
little, partial, or with a complete collapse of the 
lung. The available operations are the Estlander, 
Schede, Delorme, osteoplastic resection with muscle 
flap, and by separating adhesions which bind the 
lung to the chest wall, the last mentioned of which 
the author favors in suitable cases. 

If an operation is performed for infected hamo- 
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thorax or empyema, the foreign body whenever 
accessible should be removed if the patient’s con- 
dition will permit it. C. A. HepBLo. 


Meakins, J., and Walker, T. W.: The After-Effects 
of Wounds of the Chest and Their Treatment. 
Bull. Canad. Army M. Corps, 1918, i, 40. 


Meakins reports his observations on the. after- 
effects of injury to the chest and the best means 
of reducing the disability in a series of 70 cases ad- 
mitted to the hospital during the last six months of 
1917. The majority had been under treatment for 
an average period of four weeks. Eleven, or 15.7 
per cent, had been operated upon for evacuation of 
pus in the pleura. In 66 per cent there was a history, 
of fluid in the pleural cavity. 

Examination revealed thickened pleura in 38.6 
per cent, fluid in 12.8 per cent, fluid and thickened 
pleura in 12.8 per cent, air in 4.3 per cent, and 
collapsed lung in 2.9 per cent. In all cases operated 
upon for empyema, a sinus persisted. Empyema 
developed in three cases after they had come under 
observation. 

Little or no information of value as to the patient’s 
condition to perform work could be gained from 
percussion and ascultation. The most significant 
finding was the development of distinct physical 
deformity, muscular atrophy, dropping of the 
shoulder girdle, contraction of the chest wall, or 
curvature of the spine. Special apparatus was 
devised for measuring and recording such deformity. 

It was found that lesions of the pleural cavity were 
the most important in the production of deformities. 
Of 25 hemothorax cases in which all signs had dis- 
appeared three weeks following injury, there was 
no case of deformity. In 8 in which signs of fluid 
in the pleura persisted to the time of admission, 
7 already had pronounced deformity. Of 7 empye- 
ma cases operated upon within fifteen days of the 
time of injury, none showed deformity. Of 8 em- 
pyema cases not operated upon until six weeks after 
injury, all showed conspicuous deformity. Early 
evacuation of fluid is therefore of great importance 
in the prevention of deformity. Cases with simple 
perforation of the chest without pleural involvement 
showed only local atrophy of muscles in a greater or 
less degree. 

The deformity due to pleural involvement is due 
partly to the immobilization of the affected side and 
reduction in volume of intrathoracic contents. 
This is indicated first by elevation of the dome of the 
diaphragm, changes in the bony structures; then 
follow diminution of intercostal spaces, dropping of 
the shoulder, and after a certain point, scoliosis. Ap- 
parent deformity occurred more frequently and toa 
greater degree on the right side, evidently due to 
less mobility of the diaphragm on this side. 

The treatment was based on the principle that 
prevention would be more fruitful of results than 
correction after deformity had developed. Two 
points were considered of prime importance, first, 
the prevention and correction of muscular atrophy; 
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and second, the increase of power of expansion of the 
affected lung. To this end a series of exercises were 
prescribed designed to exercise the muscles involved 
and to permit expansion of the affected lung, the 
other side being partly immobilized. The sooner the 
exercises were started, the better. 

The result of the use of these exercises was very 
satisfactory. In cases of atrophy of the muscles, 
redevelopment was rapid and complete. Bony de- 
formity was arrested and in some cases diminished. 

Out of 58 cases discharged from the hospital, 52 
were considered fit for some form of duty and the 
great majority eventually for full duty. Only 6 were 
discharged from the army. The conclusion is drawn 
that injury to the chest is not necessarily a con- 
spicuous factor in invaliding soldiers from the army. 

C. A. HepBLom. 


Tagliavacche, N.: Polycystic Disease of the Mam- 
mary Glands, or Reclus’ Disease (Sobre la 
enfermedad poliquistica de las glandulus mamarias 
6 enfermedad de Reclus). Rev. Asoc. méd. argent., 
Buenos Aires, 1918, xxvili, 484. 

Tagliavacche describes a case of polycystic 
disease of both breasts in a woman of forty-one 
for which he did a double amputation and removed 
the axillary ganglia which were inflamed. Histo- 
logic examination showed that the tumors in some 
points presented the appearance of pericanalicular 
fibromata, and in others of papilliferous cysts. 
There was no sign of malignancy. 

Bilateralism although frequent does not appear 
to be important as a pathognomonic symptom. 
The affection even if slight may be accompanied 
by radiating pains. The different’al diagnosis con- 
siders tubercular mastitis, dendritic epithelioma, 
and polycystic cancer. 

The frequent co-existence of Reclus’ disease with 
cancer and the diagnostic difficulties in such cases 
always impose a careful histologic study of the 
extirpated lesions, especially when a simple amputa- 
tion alone is done. It is probable that inflammatory 
tuberculosis plays a part in many cases and accounts 
for the chronic inflammatory character of the 
disease. Malignant transformation is frequent, and 
the treatment ought to be radical. 

W. A. BRENNAN. 


Meyer, W.: The Advisability of Totally Excising 
Both Pectoral Muscles in the Radical Operation 
for Cancer of the Breast. Ann. Surg., Phila., 
1918, lxviii, 17. 

Meyer has advocated the total extirpation of 
both pectoral muscles in operating for breast 
carcinoma because between the two muscles there 
exist lymphatic vessels which communicate below 
the clavicle with deeper lymphatics. These inter- 
pectoral lymphatics have repeatedly been shown to 
contain cancer cells; consequently any operation 
which does not remove these lymphatics en masse 
tends to spread the cancer cells. 

The chief objection to the removal of these 
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-muscles is made by those considering this step 
unnecessarily mutilating. As the nerve supply of 
the clavicular portion of the pectoralis major comes 
from the sternal portion, sparing the clavicular 
portion is of no functional benefit. The principle 
of removing all cancer-infected tissue en masse 
cannot be adhered to in breast carcinoma without 
total excision of both pectoral muscles. 
LisTER TUHOLSKE. 


Boggs, R. H.: Post-Roentgen Treatment of Car- 
cinoma of the Breast. Am. J. Roentgenol., 1918, 
V, 301. 


The author emphasizes the necessity of the 
roeentgenologist’s knowledge of the lymphatic system 
in order to make exposures intelligently, as well as 
the importance of a technique which will permit of 
the deep tissues receiving the full physiologic dose. 
The author urges the advisability of treating not 
only the line of incision, the axillary and supra- 
clavicular regions, but also points out the necessity 
for treating the suprascapular, paravertebral, 
supraxiphoid, lateral intercostal and inguinal group. 

In addition, he points out the necessity for exposing 
the hepatic region, for by autopsy it is known that 
the liver is more frequently involved in a secondary 
process than any other of the internal organs, 
the hepatic involvement being frequently very 
early. The frequency of involvement of the pelvic 
viscera secondarily from a mammary growth is 
given, but nothing is said as to the treatment of 
the pelvic organs in the discussion of the technique 
for the various regions. 

In commenting on the varying frequency of 
metastases in the young and the old, the author 
points out that the low rate of metastases in the 
aged is due to the fact that the lymphatics are 
atrophied, and he points out that the roentgen 
ray is effective no doubt through the atrophying 
action of the rays. 

Ante-operative roentgen therapy is discussed and 
its advantages pointed out. 

The author gives in detail his method of exposing 
the different areas, but this does not vary from the 
usual cross-fire method of treatment. 

W. A. EVANs. 


Gray, H. M. W.: Surgical Treatment of Penetrating 
Wounds of the Thorax. NV. Y. M. J., 1918, cvii, 
1078. 


The term penetrating is used to indicate actual 
injury of the pleura or mediastinal areas of the chest. 
Penetrating chest cases arrived at casualty clearing 
stations during a recent battle in the proportion of 
1 to 40 wounded men. Chest wounds divide them- 
selves from the clinician’s point of view into four 
classes: cases which do not require operation, cases 
which demand operation at the earliest possible 
moment, an intermediate class in which the size of 
the wound or the severity of the symptoms makes 
decision as to immediate treatment very difficult, 
and moribund cases. 
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The majority of penetrating chests arrive at the 
casualty clearing station in an exhausted and fre- 
quently alarming condition. They should be rapidly 
examined, and put to bed warmed and stimulated. 
If excited or anxious, a sedative should be given. 
If an open, sucking wound is present it should be 
made air-tight by suture or gauze plug. 

Severe respiratory distress may persist owing to 
the amount of hemothorax or hemopericardium. 
Persistent severe pain is likely due to irritation of 
the pleura or pericardium by a rough foreign body 
or a fragment of rib. Pericardial pain may be 
referred to the shoulder or side of the chest. The 
diaphragm is fairly frequently injured and irritated 
by such foreign bodies projecting into it and the 
dyspncea is then intense. These conditions demand 
immediate operation. Moribund cases which arrive 
at the casualty clearing station die chiefly from the 
effect of hemorrhage and shock. 

No case can be pronounced free from the danger of 
sepsis. The earlier it develops, the more serious it 
is likely to be. Liability to early and fulminating 
sepsis depends chiefly on the size of the wound. Sep- 
sis has been the cause of early death in most of the 
sucking wounds which reach the casualty clearing 
station. 

Most cases of closed hemothorax with punctate 
entrance and exit bullet wounds and wounds caused 
by lodging shrapnel balls or shells, if they survive 
until they reach the casualty clearing station, usually 
recover from their initial symptoms fairly quickly. 
There may be little or no hemothorax. If it does 
not reach higher than the nipple line, shows no 
sign of increasing, and if there is no evidence of 
infection, such cases may be sent to the base in from 
three to six days. If the fever, rapid pulse and 
respiration persist, the fluid must be aspirated and 
cultured. A crimson purple color and foul odor are 
proof of anaerobic infection. The withdrawal of 
foul smelling gas is conclusive evidence. Negative 
tests are not conclusive. Sepsis may develop in 
islands. If symptoms pointing to infection are 
sufficiently prominent, operation should be done 
without waiting for bacteriological confirmation. 

If the haemothorax is a larger one, aspiration may 
be required any time during the first three days to 
relieve distressed respiration. The fluid should be 
withdrawn slowly and only a sufficient amount to 
make the patient comfortable. Aspiration of a 
larger quantity during this period may restart 
hemorrhage. If urgent symptoms develop again, 
it is probably best to make a large opening in the 
chest wall, clear out the pleural cavity, control the 
source of hemorrhage and close the opening com- 
pletely. After the critical three days in other cases 
the bulk of the fluid may be withdrawn preferably 
with replacement by air or oxygen. 

Severe open wounds comprise 25 to 30 per cent. 
These cases demand operation at the earliest possible 
moment to tide the patient over the acutely dan- 
gerous period brought on by hemorrhage, collapse 
of the lung, displacement of the lung, and to pre- 
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vent sepsis. Thorough excision of the lacerated 
tissues and removal of blood-clot and foreign 
bodies are essential to prevent sepsis. 

On account of danger of inflammation in the 
contralateral lung, nitrous oxide gas and oxygen is 
the best where a general anesthetic is necessary. 

Easy access and low drainage are important. The 
original wound is excised en masse if possible. If this 
wound does not give suitable access to the pleural 
cavity, it is stitched up layer by layer. If pleura 
has been destroyed, muscle is used to cover the gap. 
If muscle is also gone, a sliding flap is used. A fresh 
incision is then made with rib resection for better 
access. The lung is dealt with as necessary. Foreign 


bodies are removed, the track in the lung is cleaned ‘ 


out, bleeding points ligated, sutured, cauterized, or 
controlled by a gauze plug. Gangrenous or very 
badly lacerated lung is excised. The pleural cavity 
is then wiped dry and well controlled; the air 
should now be aspirated. 

If the diaphragm has been lacerated it should be 
repaired as the first step of the intrapleural opera- 
tion. Injuries of the abdominal viscera may be best 
exposed by resecting a rib or ribs, splitting the 
diaphragm parallel to its fibers and then prolonging 
the incision downward as far as necessary. 

Physical signs may be misleading as to whether 
fluid is accumulating in the pleural cavity following 
operation. Routine aspirations should therefore be 
made within twenty-four hours after operation and 
at least every second day thereafter. V. C. Hunt. 


Petit de la Villeon, E.: The Extraction of Projectiles 
from the Pleura and Diaphragm (Projectiles 
pleuraux, projectiles diaphragmatiques; leur ex- 
traction opératoire). Presse méd., Par., 1918, xxvi, 
302. 


The author has extracted 48 pleural and 16 
diaphragmatic projectiles. His earlier operations 
on the pleura were always thoracotomies, making 
a large opening combined with costal resection; but 
this method was soon abandoned for extraction by 
forceps under the guidance of the radioscopic 
screen, making a small button-hole incision only. 
This method has constantly given him the best 
results with the least amount of operative trauma- 
tism and a simple postoperative course; and he 
is quite satisfied that for pleural projectiles it 
ought to supplant thoracotomy, as he thinks the 
operative traumatism of the thoracic wall as well 
as the creation of a pneumothorax are unnecessary 
and should be avoided. The only exception he 
makes is in the case of projectiles situated in the 
mediastinal pleura. Here a wide thoracotomy is 
necessary, and the methods of Fontan, Le Fort or 
Duval are recommended. 

There is one point of technique in the extraction of 
projectiles by forceps under screen control to which 
the author calls special attention, namely, the 
necessity of never approaching the projectile by a 
direct vertical trajectory, but always by an ex- 
tremely oblique one. The button-hole incision 


through which the forceps passes must be very far 
from the indicated position of the projectile. In 
the pleural region this will generally not be very 
inconvenient. Moreover, in his earlier practice, in 
extracting a projectile in the posterior pleura the 
author found it necessary to deliberately make a 
transpulmonary insertion of the forceps. Although 


‘the harm done was slight, he now thinks it quite un- 


necessary to traumatize the lung and by compressing 
it in a selected trajectory he avoids it. 

With regard to projectiles in the diaphragm, 
Petit de la Villeon distinguishes those situated in 
the right diaphragm, those in the left, and those in 
the mediastinal diaphragm. 

For projectiles in the right half of the diaphragm 
a high thoracic route of approach is preferred; and 
for these the extraction by a button-hole incision 
under guidance of the screen is the most desirable 
method. 

Conditions however are quite different in the 
case of the left diaphragm on account of its relations 
with the abdominal organs covered by it. Extrac- 
tion in this region under screen control is dangerous 
because it may lead to the opening of the large 
tuberosity of the stomach or the left angle of the 
colon, which adhesions caused by the projectile may 
have fixed to the diaphragm in this region. A 
laparotomy by the low abdominal route is to be 
preferred. 

The author believes that extraction under screen 
control is contra-indicated in the case of projectiles 
situated in the mediastinal diaphragm. Here also 
open operation by the low abdominal route is 
preferable. For projectiles in the posterior part of 
the middle diaphragm a high supra-umbilical 
laparotomy, median or oblique, is best when ex- 
traction is necessary; but the author does not think 
that all projectiles here should be extracted because 
many are well tolerated. The author calls attention 
to the great necessity for highly skilled radioscopy 
in locating projectiles and following them when 
extraction is made under the screen. 

W. A. BRENNAN. 


TRACHEA AND LUNGS 


Rossi, A.: Traumatic Slow Pneumonitis and 
Pulmonary Tuberculosis (Pneumonite lenta e 
tuberculosi pulmonare traumatica). Riforma med., 
Napoli, 1918, xxxiv, 188. 

The present war has demonstrated that the 
lung may be penetrated by a projectile without 
grave immediate consequences; but very often when 
such wounded are examined after a time a certain 
number of changes will be found in the pleura and 
lung. The author gives the details of three such 
cases, accompanied by radiographs. 

Some cases described in literature and those 
reported make it evident that slow pneumonic 
infection with a tubercular tendency is possible 
among the end-results and complications arising 
from thoracic gunshot wounds. The trauma in such 
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cases is of the first importance, especially when a 
radiologic examination shows that infection is man- 
ifested not only on the injured side but in the 
vicinity of the projectile or along its trajectory into 
thelung. ., 

The diagnosis of such traumatic infections is 
also of great value in pensioning the wounded soldier. 

In war surgery one must consider the impor- 
tance of permitting a projectile to remain, consid- 
ering the possibility of a traumatic tuberculosis 
becoming manifest in the vicinity of such a projec- 
tile. 

The cases reported also show the necessity for 
a complete radiologic examination of those who 
show late complications from chest wounds or who 
badly tolerate a projectile left in the thoracic 
cavity. W. A. BRENNAN. 


Avoni, A., and Caliceti, P.: Experimental Research 
on Modifications in the Lung Caused by 
Ligature of the Pulmonary Vessels (Le modi- 
ficazioni del pulmone nell’ allacciatura dei vasi 
pulmonari; richerche  sperimentali). = Policlin., 
Roma, 1918, xxv, sez. chir., 207. 

The authors review recent experimental work 
upon the effects of ligature of the thoracic vessels 
since Bruns and Sauerbruch demonstrated in 1911 
that single branches of the pulmonary artery 
could be ligated without grave danger. Generally 
the results are incomplete as regards the alterations 
in the lung; few researches have been made regard- 
ing the alterations produced in the pulmonary 
parenchyma by modifing the venous circulation. 

In the Institute of Special Surgical Pathology 
of the University of Bologna, the authors have 
undertaken a series of animal experiments under the 
most careful asepsis, opening the left pleural 
cavity by section in the fourth intercostal space, 
ligating the desired vessel, and then closing the 
wound. They found that rabbits in which the 
venous branches were ligated lived, but that those 
in which arterial branches were ligated, died within 
a short time. 

On the veins two series of experiments were made: 
ligature of a branch of the pulmonary vein in the 
left superior lobe; ligature of the whole pulmonary 
vein near the hilum of the lung in the left superior 
lobe. Also on the arteries these experiments were 
made: ligature of the whole pulmonary artery 
leading to the left lung; ligature of the arterial 
branch distributing in the lower lobe; ligature of 
the small arterial branch in the left lung apex. 

The lungs were examined after fixation in formalin 
by the Van Giessen and Weigert methods. 

Ligature of one branch or of the pulmonary 
vein in toto is not a severe operation in the rabbit. 
Following the operation there is well manifested 
congestion followed successively by connective 
tissue formation, constriction of the alveoli and 
bronchial desquamation. In a more advanced 
period the connective tissue formation is very marked 
around the vessels and bronchi which are strangu- 
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lated. All the newly formed connective tissue 
network which invades the whole parenchyma 
appears to originate from this perivascular and 
peribronchial connective tissue. This finding is 
in complete contrast with that of Stretti, who finds 
that this tissue production is referable to the 
visceral pleura. 

Marked alterations are also found in the elastic 
tissue. 

The results of ligating arterial branches differ 
totally from those obtained by ligating the venous 
branches. In about 25 experiments made on rabbits 
by ligating the venous branches, only one died from 
a diffuse pleuropurulent process. Of 50 rabbits 
in which the authors ligated the arterial branches, 
all died within five to twenty days of acute purulent 
inflammatory processes accompanied by severe 
hemorrhage and numerous infarcts. Repeated 
experiments have satisfied the authors that these 
results were due neither to faulty technique nor 
failure of asepsis, but are a consequence of the 
ligature itself. The results of ligature of the branches 
of the pulmonary artery differ totally from those 
obtained by Bruns, Sauerbruch, Schumacher, 
and Kawamura. In the experiments of these 
authors other animals than rabbits were used; 
the authors also used no apparatus for the pro- 
duction of bronchial hyperpressure during the 
operation, as did the others referred to. 

They draw these conclusions from their study: 

1. Ligature of branches of the pulmonary vein 
causes sclerosis in the corresponding area. 

2. This sclerosis becomes more and more accen- 
tuated as time elapses. 

3. Ligature of the venous branches is not a 
dangerous operation in rabbits. 

4. Ligature of the branches of the pulmonary 
artery in these animals is constantly fatal, owing 
to severe lesions of the corresponding lung and of 
the pleura. The alterations consist mostly in 
purulent inflammatory processes and _ infarcts, 
abscesses, and gangrene. W. A. BRENNAN. 


Smith, A. L.: Postoperative Pulmonary Embolism 
Due to the Condition of the Blood. Brit. M. 
J., 1918, i, 644. 

Early in his career as an abdominal surgeon, as 
well as consultant in obstetrics, the author came 
to the conclusion that the tragic deaths from pul- 
monary embolism, both after operations and con- 
finements, were due principally to a hyperfibrinous 
condition of the blood; and he has taken the pre- 
caution to see that all his patients were allowed to 
drink freely. He also urges that the position of the 
patients be changed frequently and that they move 
their limbs freely as soon as they are able to do so, 
and most important, that they sit upon a chamber 
in bed to pass water and move the bowels. Lying 
on the back for ten days, with the blood getting 
more clottable daily is a very good way to bring 
about thrombosis and death by embolism when the 
patient begins to move about. 
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Pulmonary embolism is rare, only 47 deaths 
having occurred from it at the Mayo Clinic in 63,000 
operations. In former days when the accident was 
more frequent, it was the custom to prepare the 
patient by drastic hydragogue catharsis for a day 
or two before. Then again hemorrhage was more 
frequent and more abundant; the operating rooms 
were kept at 80° so that the patient lost a‘ large 
amount of water by the skin, while vomiting from 
the anesthetic prevented replacement of the lost 
water. For this reason the author believes that the 
chances of embolism would be greatly lessened if a 
rectal enema were given by the slow method at the 
rate of 20 ounces of beef tea or salt solution for 


every half hour that the operation lasts. If given at . 


a temperature of 105° F., it would practically do 
away with shock and subnormal temperature. 

His conclusions are in part as follows: 

1. Have the full normal proportion of water in 
the blood before operating. 

2. Replace by rectum the amount of liquid lost 
by vomiting, catharsis, sweating, hemorrhage and 
urine. 

3. Encourage the patient to move the limbs 
freely. 

4. Give the patient an abundance of water 
between meals and during the night. 

5. Speedy operating lessens embolism because it 
means less hemorrhage, less sweating, and less loss 
of water from the system. V. C. Hunt. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Rivarola, R. A.: Gonorrhoeal Peritonitis (Peri- 
tonitis gonococcica). Rev. Asoc. méd. argent., 
Buenos Aires, 1918, xxviii, 478. 


A girl aged eight years came to the hospital with 
symptoms of peritonitis. The only important per- 
sonal antecedent was a gonorrhoeal vulvovaginitis. 
On laparotomy the abdominal cavity was seen to 
be totally invaded by serofibrinous pus. Repeated 
examinations of the pus showed the presence of the 
Neisser gonococcus. Peritoneal lavage with per- 
manganate of potash and protargol effected a slow 
and permanent recovery. 

The author refers to a few, other cases of gonor- 
rhoeal peritonitis which have been reported to him. 
In his own case he thinks that the infection travelled 
by the genital route; also that many of the cases of 
peritonitis which are met with in children of from 
four to twelve years of age are of gonorrhoeal origin, 
which is not detected owing to the absence of a 
minute examination. Gonorrhceal vulvovaginitis 
is common within these ages. W. A. BRENNAN. 


Pfahler, G. E.: Four Cases of General Carcinoma 
of the Peritoneum with Remarkable Results 
from Deep Roentgenotherapy. Am. J. Roent- 
genol., 1918, Vv, 319. 

The author states: 

“The surprisingly good results obtained from 
the application of deep roentgenotherapy will, I 
believe, justify me in placing these four cases on 
record. The results are brilliant in so far as they 
surpass every other form of treatment. In fact, 
nothing else seems to offer any hope whatever. 
This record will justify hope of prolongation of life 
and relief of symptoms in a class of cases which 
formerly were given up almost without effort.”’ 

Detailed case histories are given, together with 
the results obtained. Regarding the technique 
employed, the abdomen is divided into from twenty 
to thirty areas so that every part of it receives 


treatment anteriorly and posteriorly. A preliminary 
examination of the chest was made in each case to 
exclude metastasis. Forty milliampere minutes’ 
exposure were given with a focal distance of eight 
inches, and a voltage equivalent to a nine-inch 
parallel spark gap. The rays are filtered through six 
millimeters of aluminum or glass. 

In conclusion the author states: 

1. General carcinomatosis of the peritoneum will 
sometimes yield remarkably to the influence of deep 
roentgenotherapy. 

2. The prognosis, however, must always be most 
guarded, because this is metastatic carcinoma, and 
as such is liable to make its appearance elsewhere in 
the body, even though marked response is obtained 
from abdominal treatment. 

3. Colloid carcinoma appears to be more re- 
sponsive to roentgenotherapy than other forms of 
abdominal carcinoma. Apotpu Hartunc. 


Berea, U.: Crural Hernia Treated by the Abdom- 
inal Route Simultaneously with the Dartigues 
Operation for Retroverted Uterus (Hernia 
crural tratada por via intra-abdominal al practicar 
la operacion de Dartigues para las retro desviaciones 
del utero). Rev. argent. de obst. y ginec., Buenos 
Aires, 1918, ii, 250. 

In a case which on examination showed the uterus 
in retrofiexion and a swelling in the right angle 
below Poupart’s ligament, operation was done by 
the abdominal route, the incision being in the midline. 
The adnexe were strongly attached to the sigmoid 
and rectum by dense adhesions. There was fluid 
in the pelvis and serous cysts about both ovaries. 
The latter were drained, and the retroverted 
uterus placed in correct position. Douglas’s pouch 
was obliterated by adhesions. A crural hernia sac 
was isolated, inverted, partly ligated and extir- 
pated, the orifice closed and the stump of the sac 
sutured to the uterus. 

The author states that in cases in which a supra- 
pubic laparotomy is necessary for the less severe 
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lesions of the lower abdomen, a crural or inguinal 

hernia can at the same time be radically dealt 

with, without the necessity for a separate incision. 
W. A. BRENNAN. 


Eisenberg, A. A., and Schlink, H. A.: Mesenteric 
Vascular Occlusion. Surg., Gynec. & Obst., 1918, 
xxvii, 66. 

After explaining the condition, three case _his- 
tories are given and the pathogenesis, pathology, 
symptomatology, diagnosis and treatment are dis- 
cussed. 

Mesenteric venous occlusion occurs in about 40 
per cent of all cases of mesenteric occlusion. Both 
the superior and inferior veins are generally simul- 
taneously involved. The common causes of venous 
mesenteric occlusion are descending portal throm- 
bosis, and more rarely (about 30 per cent) a primary 
condition due to phlebitis resulting from an in- 
fectious process in the intestine. It most often 
follows appendicitis. 

2. Mesenteric arterial occlusion generally affects 
the. superior mesenteric artery because of its size, 
more parallel course to the aorta, and its branching 
off before the inferior mesenteric artery. A hemo- 
rrhagic infarct is formed, the reason for which is 
not certain. The embolus causing the condition 
has its origin from acute and chronic endocarditis 
affecting the mitral and aortic valves most common- 
ly, also atheroma of the aorta, and rarely from 
pulmonary emboli. Some have occlusion of both 
the veins and the arteries. 

The pathological anatomy depends upon the 
extent of the lesion and the length of time the 
condition has existed. It varies from oedema, 
blood extravasations and infarcts, to gangrene of 
a small or large area of bowel. 

The symptoms of greatest importance in diag- 
nosis are: 

1. Very severe colic-like abdominal pain. 

2. Distention of the abdomen, with tenderness, 
tympanites, and occasionally shifting dullness. 

3. Rapid and excessive fall of temperature asso- 
ciated with a weak and rapid pulse. 

4. Copious melena with diarrhoea followed by 
constipation. 

5. Persistent vomiting. 

6. Palpable tumor due to the formation of a 
large hematoma between the layers of the mesen- 
tery. 

7. Appearance of the patient manifesting grave 
constitutional disturbances. 

8. Source for the embolus, e. g., endocarditis. 

9. Age of the patient, usually over twenty years. 

The condition must be differentiated from intus- 
susception, volvulus, certain pathological conditions 
which may follow an attack of acute appendicitis, 
acute pancreatitis, and typhoid fever with perfor- 
ation. 

The treatment is surgical if diagnosed and operat- 
ed upon early. If not too large an area is involved, 
a rapid resection gives the patient the best chances 
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of recovery. Some cases have been reported as 
recovering under the expectant treatment, but the 
diagnosis obviously may be questioned. 

The following conclusions are drawn: 

1. Mesenteric vascular occlusion is not an extreme- 
ly rare condition, there now being collected about 
400 Cases. 

2. The occlusion is most frequently in the arteries. 

3. By far the most common lesion produced is 
hemorrhagic infarction of the intestine. 

4. The most common cause of the occlusion is 
embolism resulting from infection and injury. 

5. There is no difference clinically between the 
arterial and venous occlusion, regardless of 
whether it is due to embolism or thrombosis, in 
the superior or inferior vessels. 

6. The clinical diagnosis should be made on sudden 
onset, acute colic-like abdominal pain, distention 
and tenderness, signs of shock and collapse; often 
there may be vomiting and constipation; if diarrhoea 
is present, it is- almost always accompanied by 
melzna. Carv R. STEINKE. 


Carson, H. W.: The Clinical Aspects of Tuberculous 
Mesenteric Glands. Lancet, Lond., 1918, cxciv, 
869. 


The condition, according to the author, is much 
more common than is generally believed. Its 
apparent rarity may be explained by the fact that 
unless complications occur, the symptoms are so 
elusive, or rather point so indefinitely to any par- 
ticular disorder, that they are classed under the 
general term of “indigestion,” and no attempt at 
differential diagnosis is made. 

The main symptom is pain, and its character is 
absolutely typical. It is a sudden centralized ab- 
dominal pain severe enough to make the patient 
cry, lasting about fifteen minutes or less, relieved 
by pressure or hot applications, recurring perhaps 
two or three times a day, and stopping as suddenly 
as it began, so that in the intervals the patient is 
quite free. In some cases the pain occurs every 
day, in others only at intervals of a month or so, 
the attack lasting two or three days. Vomiting 
occurred at the time of the pain in 13 of the 39 
typical cases. 

The condition must be differentiated from (1) 
appendicitis; (2) stone in the ureter; (3) digestive 
disorders; (4) intestinal parasites; and (5) lead 
poisoning. 

The condition is often associated with complica- 
tions such as adhesions, kink, adherent Meckel’s 
diverticulum, free fluid, intussusception, intestinal 
obstruction, etc. In treating the uncomplicated 
cases, the abdomen is opened in the midline below 
the umbilicus and the mesentery is examined, begin- 
ning at the ileocecal junction. Any caseating or 
calcareous glands are removed by dissection, which 
may be rather tedious. Any rent in the mesentery is 
repaired with fine catgut. All glands must be re- 
moved. Other signs of tuberculosis are looked for, 
the appendix removed, and the abdomen closed. 
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In dealing with the complications, ordinary surgical 
principles. apply. 

The author sets forth the following conclusions: 

1. The mesenteric glands may be the only part 
of the body affected by the tubercle, and especially 
they may be affected apart from tuberculous peri- 
tonitis. 

2. There is a tendency to spontaneous recovery, 
as is evidenced by calcification. 

3. The condition is not limited to childhood. 

4. A diagnosis can be made with reasonable 
certainty without the presence of a palpable tumor. 

5. Pain is characteristic in type and is due to 
spasm of the affected segment of small intestine. 

6. The spasm may give rise to intussusception. 

7. Complications are frequent and may be 
serious. 

8. The caseating form of tuberculous peritonitis 
is probably the last stage of caseating mesenteric 
glands. 

9. Operative treatment should be undertaken 
owing to the difficulty of excluding complications 
in apparently typical cases, and such treatment 
gives good prospect of permanent cure. 

J. L. Butsca. 


GASTRO-INTESTINAL TRACT 


Ratera, I., and Ratera, S.: Radiologic Exploration 
of the Stomach (Exploracion radiologica del 
estomago). Arch. espan. de apar. digest., Madrid, 
1918, i, 199. 

The authors enumerate and describe the modi- 
fications in the form and topography of the stomach 
and neighboring organs in constitutional ptosis, 
gastroptosis, atony, ectasia, and gastric ulcers, and 
dwell on the radiologic showings in each of these 
types. 

There i is great difficulty in differential diagnosis, 
particularly from gastric carcinoma; but diagnosis 
is important because it indicates ‘the choice of 
operation, its limits, and the chances and nature 
of recovery. 

There are two types of gastric carcinoma: the 
fungoid and the scirrhous. The first is characterized 
by the relief in which the gastric cavity is shown 
at the fluoroscopic examination. Scirrhous carcinoma 
has two characteristic symptoms: the rigid infil- 
tration of the gastric walls, and the almost concen- 
tric stricture of the lumen. 

The early diagnosis of gastric carcinoma, as 
Castle indicated, is based on the functional alter- 
ations in the organ, especially the motor function. 
A period of expulsion less than two hours corres- 
ponds to an acceleration of this function; if the 
time of expulsion exceeds three and a half or four 
hours there is a delay in the evacuation of food. 
Acceleration may be due to relaxation of the 
pyloric sphincter in cases of rigid pyloric dilatation, 
insufficiency by achylia, or increased energy of the 
cardiac contractions. Retardation may be due to 
contracted pyloric opening or to diminished motor 


power of the stomach. In severe gastric atony 
there is retardation with weak peristaltic contrac- 
tions; but if the contractions are intense, the con- 
dition is more likely to be hyperacidity or pyloric 
spasm. In early pyloric stenosis, even though no 
functional alteration may exist in the stomach, 
= may be slight retardation in the passage of 
food. 

Remnants of food in the stomach for twelve 
hours may be due to organic or reflex causes; if 
it exceeds twelve hours, the retention is due to 
stenosis of gastric origin. Care must be observed 
as regards negative findings, as there are acute 
ulcers which do not show any changes in the gastric 


‘ picture on the screen. 


Although the radiologic findings are of the 
greatest importance in the diagnosis and treatment 
of many gastric affections, when it is a question 
of an acute ulcer or a small carcinoma in the pyloric 
region, the study of the gastric chemistry alone 
will give an early indication of the existing condition. 

W. A. BRENNAN. 


Downes, W. A.: Results Obtained in 17 Cases of 
Hour-Glass Stomach by Operation. Am. J. 
Surg., 1918, xxxii, 150. 

The observations set forth in this paper are based 
upon the operative results obtained with seventeen 
patients having an hour-glass contraction of the 
stomach following benign ulcer. Fifteen of these 
were observed for an average period of two and one- 
half years after operation, and one for more than 
nine years. There were 16 females and 1 male in 
this series. The average age was thirty-nine years. 
There was one operative death, the seventeenth 
patient dying from pneumonia on the sixth day 
after mediogastric resection. 

Downes believes that well-taken radiograms not 
only establish the diagnosis at once, but give a 
fairly accurate idea as to the relative size and shape 
of the pouches, the width of the channel connecting 
them, and the condition of the pylorus. This in- 
formation gained beforehand is of great assistance 
to the surgeon in determining the best suited opera- 
tive procedure. 

At least four operative neoceduens: gastro-enter- 
ostomy, gastroplasty, gastrogastrostomy, and medio- 
gastric resection or resection in continuity, are 
available in the treatment of hour-glass contraction. 
According to the author pylorectomy should be 
added to these as the method to be adopted if the 
constriction is near the pylorus, thus forming a 
small distal pouch. He had no case of simple stric- 
ture in which the latter operation seemed to be 
indicated. 

Gastro-enterostomy alone was employed six 
times, and once was combined with gastroplasty. 
As a rule the intestine should be anastomosed to the 
cardiac pouch. As an exception the author cites a 


single instance when the constriction occupied the 


middle third of the stomach and was caused to a 
large extent by perigastric adhesions. There was 
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marked infiltration of the walls of both pouches, 
proved subsequently to be syphilitic, with a large 
retention in the lower pouch and no retention in 
the upper pouch. After the channel connecting the 
pouches had been sufficiently freed to admit three 
fingers, the gastro-enterostomy was made to the 
pyloric pouch. This patient died one and a half 
years later of a generalized syphilis; all symptoms 
referable to the stomach had been entirely relieved. 

Failure to note stenosis at the pylorus once ne- 
cessitated a second operation to relieve stasis in the 
pyloric pouch. With this exception, the results 
following gastro-enterostomy have been satisfactory 
in every way. This operation is indicated, Downes 
believes, when the constricted area is of wide extent, 
and when the adhesions prevent mobilization of both 
pouches. 

The author thinks that gastroplasty has a limited 
field in the treatment of hour-glass contraction, due 
to the fact that it is suitable only when the pouches 
are movable, their walls free from induration, and 
the constricted area narrow. It may be combined 
with pyloroplasty or gastro-enterostomy if the 
pylorus is stenosed. Four of his patients were 
operated upon by this method. In one the cautery 
was applied to the ulcer and gastro-enterostomy 
added, in two the ulcer was excised, and in the 
fourth gastroplasty was combined with pyloro- 
plasty after simple gastro-enterostomy had proved 
unsatisfactory. The end-results in this group have 
been most satisfactory, although in one the hour- 
glass deformity to a certain extent persists to the 
present time, three and one-half years after opera- 
tion. 

Gastrogastrostomy, he believes, is especially 
adapted when the stomach is adherent along its 
lesser curvature to the liver, when the pouches are 
relatively large, nearly equal in size, and can be 
approximated at their dependent portions. The 
stomach wall should be free from induration at 
the site selected for the anastomosis. The pylorus 
must be patent; otherwise pyloroplasty or gastro- 
enterostomy will have to be added. Gastrogas- 
trostomy was performed three times in his series, 
with complete clinical recovery in each instance. 
One of these patients has been followed for nearly 
nine years. 

According to his views, mediogastric resection or 
resection in continuity is the ideal operation for hour- 
glass deformity of the stomach, provided the pylorus 
is not stenosed, and should be performed under such 
conditions. The ulcerated area, active or quiescent, 
as well as the constricted portion of the stomach wall 
is removed by this method. The end-results ob- 
tained demonstrate the value of this procedure. Un- 
fortunately, it is limited to the patients with few 
adhesions when the pouches are fairly large and 
permit of free mobilization. It is a longer and some- 
what more difficult operation to perform than those 
already mentioned, and for this reason, if the pa- 
tient is in poor condition, should not be given 
preference over them. In order to overcome the 
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tendency for the constriction to persist after resec- 
tion in continuity, a wide excision should be made. 

Midgastric resection was the method adopted for 
five patients. Three perfect results seem to have 
been obtained; one patient has worked continuously 
as a domestic for over three years; another for two 
and one-half years; and the third operated upon 
eight months ago has gained twenty pounds in 
weight. All symptoms referable to the stomach 
have disappeared. The fourth patient referred to, 
in which the radiograph shows a persistence of the 
deformity, continues to have some distress in the 
stomach after meals, although there has been no 
vomiting. She has gained in weight and has con- 
tinued her work. The fifth died of pneumonia on 
the sixth day after operation. This patient was not 
in good condition and a less severe operation should 
have been performed. 

The fifteen patients of this series surviving to the 
present time have been examined and checked by 
radiographs during the past few weeks. All have 
gained in weight, and with the one exception noted 
are practically free from the symptoms for which 
they sought relief. E. C. RopirsHEK. 


Scott, A. J.: Hypertrophic Pyloric Stenosis in a 
Two-Year Old Child; Report of a Case. J. 
Am. M. Ass., 1918, xx, 1913. 


Hypertrophic pyloric stenosis is common in 
children before the second or third month, and in 
young adults. Beardsley, however, reported a 
case in which a boy showed symptoms shortly after 
birth and up to his death at the age of five years. 
Shaw and Elting reported a case in 1904 of a pa- 
tient from the seventh or eighth month, success- 
fully operated upon at sixteen months. Arreger’s 
case also is that of a child of five years; and Rosen- 
heim cites an instance in which the patient had had 
no symptoms until he was three years old, and at 
the age of five showed the first marked symptoms; 
he was operated upon at the age of six and one-half 
years. 

The author cites a case of interest. A Jewish boy, 
aged twenty-two and one-half months, was brought 
to the observation cottage July 22, 1917, with a 
complaint of vomiting, loss of weight, and extreme 
restlessness. 

The child had been fed on a diet of oatmeal and 
cow’s milk for the first three months at home. Milk 
of magnesia had corrected constipation, the only 
apparent ailment during this period. 

Two or three different women boarded the child 
after that time, and at the age of ten months, during 
the teething period, he was very skinny, vomited at 
times, and had a good deal of gas. When he was 
about fifteen months old, he had whooping cough 
with a few attacks of vomiting. Later he was kept 
in the Children’s Hospital; he had attacks of nausea 
without showing signs of vomiting, but began to 
vomit two days after his return home. A physical 
examination at that time was negative except for a 
scaphoid abdomen with visible peristaltic waves 
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but no palpable tumor. A fluoroscopic examination 
was made and nothing was seen to pass through the 
pylorus. 

Tincture of belladonna and milk, also nutritive 
enemas, were given with varying results. Tem- 
perature varied from 1o1° F. to normal. 

Stomach washings of soda water, followed by 
barley water and egg albumin administrations at 
intervals, were given; this gave relief at first but 
later did not satisfy. An operation on July 28 
revealed a typical hypertrophied pylorus such as is 
seen in congenital pyloric stenosis. Nothing but 
thickened tissue was found to account for the ob- 
struction. The child died the following day, but 


might have been saved by an early operation. The‘ 


condition of hypertrophic pyloric stenosis may 
obtain for months or years with very mild symptoms, 
or none at all. F. P. Hammonp. 


Lewisohn, R.: The Value of Pyloric Exclusion in the 
Treatment of Pyloric and Duodenal Ulcers. 
Ann. Surg., Phila., 1918, Ixvii, 560. 

The indications and contra-indications for per- 
forming gastro-enterostomy and _ its beneficial 
effects with exclusion of the pylorus are discussed 
by the author. ‘‘The great value of gastro-enteros- 
tomy in the treatment of pyloric stenosis is an un- 
disputed fact,” he says. If the obstruction is 
caused by a malignant growth, the results will be 
of temporary benefit. If the obstruction is of 
benign origin such as results from pyloric or duod- 
enal ulcer, the benefit is permanent. The benefit 
derived from gastro-enterostomy when an obstruc- 
tion exists is greater than if it is done for a gastric 
or duodenal ulcer. 

Gastro-enterostomy is a drainage operation 
when the pylorus is obstructed. The distress and 
pain are caused by the passage of food over the 
ulcer-bearing area. The great majority of ulcers 
do not cause obstruction. Simple gastro-enteros- 
tomy for duodenal or gastric ulcer would be indicated 
if all the food could be diverted, but this has been 
proven impossible, since food will pass through the 
pylorus after gastro-enterostomy has been per- 
formed. Hartmann pointed out that if the anas- 
tomosis is made at the pylorus, the evacuation takes 
place through the stomach; if the anastomosis is 
made at the fundus of the stomach, the food will 
pass out through the pyloric antrum. He quotes 
Guibe, Cannon, Haertel, and others to confirm 
the contention that when the pylorus is open, food 
will not pass through the artificial opening. 

The author advises closure of the pylorus and 
claims these advantages: first, if food can be pre- 
vented from passing over the ulcer-bearing area, 
even for a short time, the healing process is hast- 
ened. Second, bile and pancreatic juice are regur- 
gitated through the stomach, thus diminishing 
the hyperacidity. The pylorus is excluded by using 
the Berg stitch which is introduced in the following 
manner: ‘‘A double Pagensticher linen «suture, 
armed with a needle, is carried around the posterior 
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stomach wall and is held in place by taking several 
bites in the anterior wall of the stomach. The 
suture is then tied and the pylorus thus occluded; 
the knot is buried by a few single stitches.” 

The efficiency of this closure was tested by stain- 
ing the food with thionine blue. This dye has a 
specific aifinity for mucus. The author submits 
two figures from experimental specimens upon 
dogs. The first figure shows a gastro-enterostomy 
with pyloric exclusion. The stomach mucosa as 
well as the jejunal shows an intense blue stain. 
The duodenal mucosa is slightly colored. The 
second figure shows a gastro-enterostomy without 
pyloric exclusion. The stomach, duodenum and 
jejunal mucosa are stained equally. The first 
figure is intended to show the efficacy of the 
exclusion. The second is intended to show that 
when the pylorus is not excluded, food will pass 
through it. M. A. BERNSTEIN. 


Wood, W. Q.: Perforated Gastric and Duodenal 
Ulcer. Edinb. M. J., 1918, xx, 358. 


Perforation of an ulcer of the stomach or duod- 
enum puts the patient’s life in greatest jeopardy. 
Symptoms of perforation are usually so severe in 
their onset that immediate medical aid is sought. 
Since the outbreak of the war a large proportion 
of the male civil population has now been called into 
the army, so cases of perforated ulcer in these men 
are dealt with in military hospitals. Gastric ulcer 
is more common in women than in men and perfora- 
tion is also more frequent. 

The author examined and recorded 20 cases of gas- 
tric perforations, 11 in males and g in females, which 
reversal of the usual order is all the more striking 
because of the large proportion of men who are 
absent in military service. Duodenal ulcer is more 
common in the male sex than in the female. 

It has been proven by examination of patients 
from eighteen to sixty-nine years that the prognosis 
in cases of perforated ulcer is not necessarily affected 
to any great extent by the age of the patient. 
Neither does the occupation of the patient seem to 
have any bearing on the liability of the ulcer to per- 
foration. In 20 of 30 cases there was a previous 
history of well marked dyspeptic symptoms which 
had been present for a period varying from a few 
months to as long as ten years. In 9g of the cases 
there was definite history that the symptoms of 
indigestion had been more pronounced during the 
few days before perforation took place. Many of 
these patients were definite about the fact that this 
exacerbation was more severe than any they had 
previously experienced. No constant factor con- 
cerning the agency of perforation can be discovered 
from a review of the present cases. 

Symptoms following perforation are similar. 
Agonizing pain is always the outstanding fact. The 
pain is referred to the upper part of the abdomen, 
and usually attains its maximum severity in the 
region of the ulcer, though not localized to any 
point. Distinct shock is usually presented by the 
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patient in the first few hours after perforation with 
temperature frequently subnormal, but in spite of 
the intense pain and the shock, the pulse shows little 
alteration either in volume or frequency. However, 
when the infection of the peritoneum begins to 
manifest itself, the pulse increases in rate and de- 
teriorates in quality. Abdominal rigidity to an ex- 
treme degree is the most striking feature. The 
abdominal wall and the diaphragm remain immo- 
bile, the respiratory movements being carried out 
mainly by the thoracic muscles. Both tenderness 
and rigidity are most marked in the upper part of 
the abdomen and may serve as a guide to the posi- 
tion of the ulcer. 

Anesthesia was induced with chloroform and 
continued by ether administered by the open 
method in the author’s cases. Chloroform is given 
until the abdomen is opened and ether is then sub- 
stituted. 

A midline incision above the umbilicus was em- 
ployed in all cases. A small midline incision a short 
distance above the symphysis pubis is of value in 
doubtful cases. 

The peritoneal exudate in most cases was of a 
slightly turbid serous character. The size of the 
opening varied from that of a pin hole to the size of a 
shilling. Large perforations are usually fatal. 

In all the 20 cases of perforated gastric ulcer the 
perforation was found by the author to be situated 
on the anterior surface of the stomach. In every 
case the ulcer has been closed by the introduction of 
a through-and-through suture of catgut inserted 
some little distance away from the margin of the 


ulcer. A double layer of Lembert sutures of silk is 
then inserted in the long axis of the viscus. 

Cleansing of the peritoneal cavity has been ac- 
complished with good results by mopping up the ex- 
cess of exudate in the region of the ulcer with gauze 


swabs. Drainage may be done satisfactorily by 
means of two glass tubes; one passes into the pouch 
of Douglas from a midline incision above the sym- 
physis pubis, the other into the right or left kidney 
pouch, according to the site of the ulcer. 

Ulceration that has surgical treatment within 
twelve hours after perforation gives the patient 
more chance of recovery than longer periods, ac- 
cording to records. F. P. HamMonp. 


Dragstedt, C. A., and Moorhead, J. J.: Immunity 
in Intestinal Obstruction. J. Exp. Med., 1918, 
XXVli, 359. 


During the past few years a large amount of 
experimental work has been done in order to solve 
the problem of the cause of death in intestinal 
obstruction. This work has added to the knowledge 
of the physiology of the intestinal tract, but the 
cause of death from intestinal obstruction still 
remains unknown. It is generally conceded that a 
systemic bacterial invasion by the organisms of the 
obstructed intestine does not occur, and most of 
the clinical and experimental evidences so far 
obtained point to a quickly developing and rapidly 
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fatal toxemia. The nature of the toxin is disputed, 
and investigations on this point thus far reported 
are not conclusive. 

To further advance the knowledge of this impor- 
tant subject, the authors undertook a series of 
experiments on dogs. Recognizing the fact that the 
symptoms caused by a closed intestinal loop, 
whether produced by ligature and a reconstruction 
of the gastro-intestinal tract by gastro-enterostomy, 
or by resection of the loop and an end-to-end 
anastomosis of the intestine, parallel closely the 
symptoms of acute intestinal obstruction, they used 
the following control procedures: (1) the production 
of open intestinal loops; (2) the antemortem 
removal of closed intestinal loops; (3) the production 
of a blind duodenal stump; (4) ligature of the duod- 
enum with no anastomosis; (5) injection of the 
material from closed intestinal loops. 

As a result of this careful and exhaustive 
study the authors seem to have demonstrated that 
with few exceptions immunized dogs showed no 
greater resistance to subsequent obstruction than 
normal dogs, and in many instances they showed 
less. Two dogs that recovered from a ligation of 
the duodenum survived a closed unwashed duodenal 
loop, and are still living after three months. Upon 
later examination these loops were found to be only 
moderately distended and of good color. 

So far they have had no normal dogs survive a 
closed duodenal loop to this extent, but they are 
inclined to believe that the previous obstruction 
has altered the secretion-absorption ratio so that 
upon production of a closed loop there was no 
distention with consequent tissue necrosis, inasmuch 
as Sweet, Peet, and Hendrix report several instances 
of a normal dog surviving closed loops, and Drag- 
stedt, Moorhead, and Burcky have shown that 
dogs can survive closed loops washed with ether. 
They do not consider that any immunity is shown 
by these cases. One dog immunized by injection 
survived a blind duodenal stump indefinitely. 
Controls have done this, however, and this is. 
therefore, no indication of an increased resistance. 

Of the 29 closed loops produced in immune dogs, 
21 were found to be perforated after death. This 
gives a percentage of 72 for dogs dying of perfora- 
tive peritonitis, which is no higher than that in 
control dogs and indicates that the immune dogs 
have no greater resistance to the toxemia than 
control dogs. 

There still remains the possibility of an increased 
tolerance to the poison of intestinal obstruction. 
It is well known that carrion-eating animals can 
ingest quantities of putrefying protein that would 
poison man. What is the nature of the resistance 
to the poisons, and is it possible that dogs recovered 
from intestinal obstruction might show a slightly 
increased tolerance to a later similar condition? 

The author’s experiments so far do not indicate 
an increased tolerance, but if there is a tolerance of 
slight grade, it would take a great many experi- 
ments to demonstrate it. It this should prove to 
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be the case, they believe that their work warrants 
the statement that the increased tolerance is due to 
some variable factor, such as diminished absorption 
in that section of intestine which was affected by 
the obstruction, since an increased tolerance has not 
been noticeable in a great number of the experiments. 

The following conclusions are drawn: 

1. There is no increased immunity or tolerance 
to intestinal obstruction after recovery from previous 
obstruction. 

2. Dogs recovered from intestinal obstruction 
are not more resistant to injections of closed loop 
fluid than normal dogs. 

3. Dogs injected with closed loop fluid are not 
more resistant to intestinal obstruction than normal 
dogs. 

= In dogs the normal variation in resistance 
both to intestinal obstruction and to the injection 
of closed loop fluid is large. | Greorce E. BEILBy. 


Hubeny, M. J.: The Appendix with Especial Refer- 
ence to Peristalsis. Am. J. Roentgenol., 1918, v, 
293. 

In the first paragraph, the author points out the 
necessity for a correct differential diagnosis before 
operating for a chronic appendix, and he feels that 
the roentgenologic examination offers very tangible 
help in this. The anatomy of the appendix and the 
physiology is discussed at length, especially the 
latter. The conclusions of Berry and Lack as to the 
function of the appendix are given under six head- 
ings. The opinions of Morgera, Heile, Waller and 
Kieth are also given. 

The author has been able to verify the claim of 
Waller that the appendix has a distinct peristalsis. 
The article states that the appendix can be filled by 
two methods, one by the opaque enema and the 
other by the opaque meal. It is the experience of 
many roentgenologists that the appendix is not at 
all, or at least rarely, filled by the enema method 
of barium study of the colon. The failure of the 
appendix to fill with the barium is explained, first, 
by obliteration of the lumen, secondly, by infil- 
tration of the mucous membrane, and thirdly, by 


_an enterolith or previously contained food matter. 


This explains the demonstration of a filled appendix 
at second and third examinations, when the first 
was a failure in this regard. 

The points to be derived from a fluoroscopic study 
of the barium-filled structures in the right lower 
quadrant are given in detail. 

The author’s conclusions are as follows: 

1. Because the appendix may have a physio- 
logical function, it should be studied roentgenologi- 
cally before removal in chronic cases. 

2. Because it possesses peristalsis, the roentgen 
demonstration of appendiceal retention or rapid ex- 
pulsion of barium is of diagnostic value. 

3. Because of its reflex influence over the ali- 
mentary tract, the appendix should be investigated 
by the barium method in many diseases of the 
stomach and intestines. 


4. Because of its anatomical relation to the 
cecum, the location of the appendix can be deter- 
mined approximately, even when not visible on plate 
or screen. 

5. When barium-filled, the appendix can be 
studied by the screen in great detail and accurately 
palpated for pressure-pain and adhesions. 

W. A. Evans. 


Wood, W. Q.: The Treatment of Acute Appendici- 
tis. Edinb. M. J., 1918, xxi, 3. 


The author analyzes as to mortality, pathology, 
treatment, and postoperative complications 221 
cases of acute appendicitis operated upon by him. 


The cases are grouped under three heads: (1) 


early cases, in which the appendix is in a state of 
catarrhal inflammation; (2) cases in which the 
infection has spread through the wall of the appendix 
to the surrounding peritoneum, and is still actively 
spreading; and (3) cases with localized abscess. 

A review of the statistics on mortality from acute 
appendicitis is given. In the author’s series of cases 
the mortality was 5.88 per cent. There were 90 
cases without obvious infection of the peritoneum, 
all of whom recovered. Of definitely localized ap- 
pendix abscesses there were 10 cases with no 
fatalities. There were 121 cases with infection of 
the peritoneum, and all of the fatal cases belong 
to this group, the mortality being 10.74 per cent. 
The majority of these cases showed marked infec- 
tion of the peritoneum. 

The appendix was gangrenous in 53 and perforated 
without extensive gangrene in 13. The lesson to be 
learned from the review of these statistics is the oft 
repeated one of the necessity for early operation. 

Acute appendicular obstruction is comparatively 
common, and Wilke has pointed out that the symp- 
toms are quite characteristic. The pain is of un- 
usually sudden onset and very severe, localized 
tenderness is marked, temperature is normal or sub- 
normal, and the pulse is little altered in frequency. 

All of the cases that died had a well marked perito- 
neal infection. One patient died on the operating 
table, two were moribund at the time of operation, 
one had a badly compensated heart, two died from 
intestinal obstruction, one died from a cellulitis 
starting in the region of the wound, and the remain- 
ing six died of peritonitis. 

The gridiron incision was employed in the 
majority of cases and the author found little 
trouble in obtaining sufficient exposure through this 
incision. In the early cases without peritoneal in- 
volvement, the abdomen is always completely 
closed. In treating the second type of case, the 
essential steps are to remove the appendix with as 
little disturbance to the surrounding parts as 
possible, to cleanse the peritoneum, and to provide 
free drainage of the infected area. In providing for 
drainage, an additional small incision is made above 
the symphysis pubis in cases of widespread peritoni- 
tis, and a glass tube is passed down to the pouch of 
Douglas. 
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A rubber, or occasionally a glass tube, is left in 
the appendix wound. The glass tube is replaced in 
forty-eight hours by a rubber tube which is gradually 
shortened but not removed until the discharge of 
pus has almost ceased. 

The essential point in dealing with an appendix 
abscess is to avoid infection of the general peritoneal 
cavity. The appendix may be removed if it is in an 
easily accessible position, but if it is firmly embedded 
in adhesions, it is much better left alone. After the 
peritoneum is closed in infected cases, the wound is 
washed with a solution of spirits containing biniodide 
of mercury. 

There were few postoperative complications. One 
patient developed a secondary residual pelvic ab- 
scess. Acute intestinal obstruction occurred in four 
cases. In operating for obstruction due to adhesions 
Wood leaves a quantity of oil of vaseline in the 
peritoneal cavity as recommended by Wilkie. 
Fecal fistula developed in four cases, and incisional 
hernia in five. E. C. Roos. 


Castro, A.: Appendicectomy in Antioquia (Apen- 
dicectomia in Antioquia). Rev. clin. Medellin, 1918, 
iii, 394. 

Castro reviews the history of operation for 
appendicitis in Antioquia. He reviews 228 opera- 
tions, 36 for abscess of the appendix, 28 for acute 
appendicitis, and 120 for chronic appendicitis. In 
46 cases the appendicectomy was associated with 
another operation. There were 18 deaths in the 
series. 

He draws these conclusions: 

1. Appendicitis is most frequent between the 
twentieth and thirtieth year. It is more frequent in 
the female than in the male, owing to adnexial dis- 
turbances. Chronic appendicitis is the commonest 
form. 

2. When chronic appendicitis is diagnosed, it 
should always be operated upon; acute appendicitis 
should be operated upon within the first twenty-four 
hours, but not if thirty-six hours have passed. 

3. Every appendicular abscess has an immediate 
or proximate gravity and exposes the patient to 
multiple disturbances. 

4. In women, when the right adnexe are com- 
promised, the appendix is very frequently affected. 

5. Gonorrheoea is a frequent cause of appendicitis 
in women. 

6. The appendix need not always be removed as a 
routine measure when the abdomen is opened. 

7. Appendicitis often causes complex symptoms. 

8. Benign symptoms in acute appendicitis do 
not always mean a benign attack. 

9. Enteroliths and fecal material are frequent in 
the appendix. 

1o. Appendicitis is frequent during pregnancy. 
Tubal pregnancy of the right side compromises the 
appendix. A pregnant woman with appendicitis 
should be operated upon. 

11. Appendicular constricting bands 


ought al- 
ways to be sectioned. 
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12. Appendicectomy in chronic appendicitis is a 
mild operation. 

13. Infection is the principal cause of appen- 
dicitis. Tonsillar, rhinopharyngeal, rheumatic and 
grippal infections favor appendicular attacks or are 
the cause of them. 

14. Medical treatment does not give satisfactory 
results in chronic appendicitis. 

15. The McBurney incision is the best for a 
simple appendicitis; the Jalaguier incision should 
be used when it is necessary. to explore, or when the 
patient has very thick abdominal walls. 

W. A. BRENNAN. 


Kenny, T., and Segura, G.: Fibrosarcoma of the 
Rectum (fibrosarcoma de recto). Rev. Asoc. 
méd. argent., Buenos Aires, 1918, xxviii, 261. 


The authors’ case was in a man aged 57 years. He 
had been treated for hemorrhoids, but owing to 
profuse hemorrhage and the excision of a large mass of 
tissue, he came tothe hospital. A large sessile tumor 
was found solidly implanted on the posterior face of 
rectum; it was lobulated, hard, and smooth. Histo- 
logic examination showed it to be a fibroma. It was 
removed following the Kraske technique. The man 
recovered after a protracted convalescence. More 
detailed examination of sections from the removed 
tumor showed elements of both sarcoma and 
fibroma. The authors discuss the question as to 
whether the sarcoma was primary or whether it was 
a sarcomatous degeneration of a fibroma. They 
believe it was the latter, based on the clinical his- 
tory and some of the histologic findings. 

The authors observe that benign fibromata de- 
veloping in the gastro-intestinal tract are very rare. 
Quénu and Hartmann say that fibromata of the 
rectum would be considered frequent if one classed 
as such those fibrous pediculated growths which are 
observed pendant from the anus; however, according 
to their conception these are only hemorrhoids 
which have undergone sclerous transformation. The 
authors refer to the few cases of pure fibrous tumors 
of the intestinal tract reported in literature. 

Sarcoma of the gastro-intestinal tract is rather 
frequent, the great majority being melanic. Melano- 
sarcoma of the rectum is rare, and sarcoma which 
has not undergone such pigmentary degeneration is 
much more rare. In 1884 Tillaux was only able to 
gather in literature the cases reported by Tredenat, 
Watgslaffe, and Billroth. In Tredenat’s case only 
was the tumor sessile and non-pedunculated, as in 
the case now reported. 

The Kraske technique was followed in this case 
because the Kocher operation, resection of the 
rectum with preservation of the sphincter, was not 
practicable, and Quénu and Hartmann’s perineo- 
abdominal technique was not indicated. The au- 
thors know of no other case of a sarcoma or a fibroma 
removed by the Kraske method. 

Two years after operation the man was in perfect 
health and showed no signs of recurrence. 

W. A. BRENNAN. 
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Larrainzar, A. S.: Surgical Treatment of Rectal 
Prolapse (Tratamiento quirairgico del prolapso 
rectal). Rev. de cien. méd., Barcelona, 1918, xliv, 
201. 


The author reviews the etiology, frequency, and 
treatment of rectal prolapse. 

The treatment by resection according to the 
Mikulicz method not alone runs the risk of recur- 
rence but also that of infection, on account of the 
opening of the peritoneum in a region proximal to 
the anus. The operation has a high mortality, 10.9 
per cent, and it should only be applied when other 
methods are not applicable. 

The methods of suspension (rectopexy) are ob- 
jectionable because they have no physiological 
basis, and because recurrence is very frequent, 47 
to 59 per cent. These methods do not merit their 
extensive employment, especially in France. 

The methods based on anal stricture, of which 
Thiersch is the principal exponent, have only limited 
application. They are useful in the case of athreptic 
children when a major operation is not possible. 

This leaves four surgical methods available: 
(1) obliteration of Douglas’ pouch; (2) the mucous 
resection of Rehn-Delorme; (3) plastics of the pelvic 
floor; and (4) paraffin injections. The first has only 
been done a few times and should be reserved for 
cases of extreme magnitude where replacement is 
clinically impossible. The Rehn-Delorme method 
is applicable in replaceable prolapses without com- 
plications. Recurrence is very rare. Nevertheless 
the method ought to be reserved for severe cases 
because in the dissection of the mucous membrane 
there is a vast loss of blood. 

Regarding the frequency of rectal prolapse in 
children the author thinks that the paraffin injection 
of Bauer or Hoffmann’s pelvic floor plastics might 
be employed. 

The many combined procedures which have been 
employed are applicable only in the special circum- 
stances arising. W. A. BRENNAN.* 


Veyrasset: Abnormal Opening of Rectum into the 
Posterior Wall of the Vagina, with Complete 
Absence of an Anus (Abouchement anormal du 
rectum dans le cul-de-sac postérieur du vagin; 
absence compléte d’anus). Rev. méd. de la Suisse 
Rom., 1918, xxxviii, 433. 

The child in the case reported was six months old 
when brought to the author. She had always had 
abdominal disturbances, and was emaciated. There 
was no trace of an anus. A high situated fistula of 
the posterior wall of the vagina was visible on ex- 
amination by speculum, through which fluid matter 
intermittently passed into the vagina. 

The author did a Rizzoli operation. This has been 
described by Kirmisson as a ‘‘transplantation of the 
anus to the perineum.” The operation is usually 
done after the first year, when the abnormal open- 
ing of the rectum permits sufficient evacuation for 
feces. In the author’s case the condition and age of 
the child and the small size of the orifice, as well as 





the high situation of the rectovaginal fistula made 
the intervention very difficult and delicate. 

The author calls attention to the necessity of a 
thorough examination of the genital organs and the 
anal region in nurslings who have faulty digestion 
and show progressive emaciation. W. A. BRENNAN. 


LIVER, PANCREAS, AND SPLEEN 


Love, R. J. M.: Ameebic Abscess of the Liver. Brit. 

M. J., 1918, i, 696. 

In Mesopotamia ameebic abscess of the liver 
is not at all uncommon. Knowles and Cole state 
that the different species of amoebz are all one and 
the same organism, entamoeba coli communis. 
Probably the entamceba is on the same pathological 
basis as the bacillus coli, and decreased resistance 
of the tissues or some stimulus applied to the organ- 
ism causes it to become pathogenic, in which case 
the majority of the Mesopotamia Expeditionary 
Force are potential cases of liver abscess. 

The patients with liver abscess usually give a 
history of former attacks of diarrhoea or actual 
passage of blood and mucus, and entameeba histo- 
lytica can usually be found in the stools. The onset 
of the disease is usually insidious, loss of appetite, 
malaise, or wasting causing the patient to report. 
In a few cases, however, the disease runs an acute 
course and the onset is surprisingly rapid. Cases 
are on record showing a duration of only eighteen 
days. Postmortem examination shows multiple 
abscesses, the pus of which contains amcebz. 

In the author’s cases many of the patients 
showed multiple abscesses in contradiction to the 
usual textbook presentation of a solitary abscess. 
This is one of the reasons for the failure of drainage 
of an abscess to cure. 

Pain is a marked symptom, and helps to locate 
the position of the abscess. It is especially marked 
if the abscess is near the surface of the liver. Pain 
in the right shoulder suggests subdiaphragmatic 
irritation of the phrenic nerve, whereas pain in the 
epigastrium or loins may indicate an abscess in the 
lower part of theliver. Vomiting occasionally occurs, 
but jaundice is rare. With an abscess of large size 
or long duration, cachexia and signs of septic absorp- 
tion are well marked. The pulse-rate is often rela- 
tively slow. 

The cytological examination of the blood shows 
a leucocytosis with an increase in the percentage 
of polymorphonuclear cells so characteristic of pus. 
The eosinophiles are not usually increased. 

X-ray is of value in diagnosing abscess of the 
liver. The liver is usually increased in size in an 
upward direction. The movement of the diaphragm 
is limited on the abscess side. The normal dome- 
shaped outline of the diaphragm may be bulging 
showing the pointing of an abscess. 

A small abscess may be absorbed, but the usual 
course is rapidly progressive. Some cases who had 
never before been out of England die within six 
months of ameebic abscess of the liver, the organism 
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being found in the pus of the abscess. In most cases 
the abscess apparently increases steadily in size and 
may rupture through the diaphragm or into the 
peritoneal cavity. Abscesses have been found which 
ruptured into the vena cava, the patient dying 
from hemorrhage. 

The diagnosis in well marked cases presents 
little difficulty; the enlargement of the liver, signs 
of toxemia, the blood picture, and X-ray screen, 
all point to a correct diagnosis. At times it may 
be difficult to distinguish between a right-sided 
empyema and a liver abscess. If the abscess is 
situated in the upper right lobe of the liver, the 
lung may be compressed, with dullness and feeble 
breath sounds as high up as the angle of the scapula; 
also some fluid in the pleural sac may accompany a 
liver abscess. The exploring needle may have to be 
used to decide, the diagnosis resting on the site of 
the pus. If the abscess is in the lower part of the 
right lobe and situated near the midline, the diagno- 
sis of enlarged and infected gall-bladder can easily 
be made. If the abscess is in the posterior part of 
the right lobe, the condition may simulate peri- 
nephritic abscess. The urinary tract should be exam- 
ined and signs of psoas irritation looked for. 

The prognosis is quite unfavorable. The reason 
is that although an abscess may be satisfactorily 
drained, others may be present which may have 
been undiscovered or undiagnosed. As many as 
five abscesses have been found postmortem. 

J. L. Butscu. 


Smithies, F.: Cases Illustrating Disease of the 
Gall-Bladder and Consideration of 1,000 Cases 
of Gall-Bladder Disease. Surg. Clin. Chicago, 
1918, ii, 505. 

Smithies divides his article into two parts, first, 
a consideration of six cases of gall-bladder disease; 
and second, a clinical consideration of gall-bladder 
disease based upon an analysis of 1,000 patholo- 
gically demonstrated instances of the affection. 

His cases are as follows: 

Case 1. Acute catarrhal cholecystitis in a young 
girl, with subsidence of the primary attack and 
later operative interference for chronic catarrhal 
cholecystitis (‘strawberry gall-bladder’’). 

Case 2. Long-continued stomach trouble inter- 
mittent in character, later constant and complicated 
by an acute crisis associated with chill, fever, 
sweat, and jaundice. Pathologically, cholelithiasis, 
empyema of the gall-bladder with gangrene. 

Case 3. A young adult female in whom ton- 
sillitis and abscesses about carious teeth were 
rapidly followed by dyspeptic and mild gall-bladder 
distress. Pathologically, marked cholecystitis with 
cholelithiasis. 

Case 4. An adult male with a two-year history 
of intermittent “stomach trouble” of ulcer type, 
terminating with duodenal stenosis. Pathologi- 
cally, cholecystitis, adhesions to the duodenum, 
protected perforation of a large gall-stone into the 
duodenum, and duodenal ulcer. 
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Case 5. A six weeks’ history of dyspepsia asso- 
ciated with pyloric obstruction, loss of weight, 
cachexia, and right upper quadrant tumor. Path- 
ologically, carcinoma of the gall-bladder, chole- 
lithiasis, secondary involvement of the stomach 
and colon. 

Case 6. A patient appearing with rapidly enlarg- 
ing lower abdominal tumor. Pathologically, ovarian 
cyst and large, thick-walled gall-bladder containing 
many stones. 

Smithies says it is common in his clinic, as prob- 
ably in others, to have instances of gall-bladder 
disease brought for examination or treatment with 
diagnoses not rarely professionally given of “‘ dyspep- 
sia,” “indigestion,” ‘‘hyperchlorhydria,” or “ peptic 
ulcer.”’ It is by no means uncommon to have these 
patients give histories of long-continued treatment 
directed toward relief of anomalies supposed to be 
primary in the stomach. 

It has not as yet become generally disseminated 
knowledge that trie peptic ulcer is a rare finding 
at laparotomy or autopsy in individuals below the 
age of thirty, nor has it been sufficiently emphas- 
ized that in the young especially so-called hyper- 
chlorhydria symptoms do not mean increased acid 
in the stomach. Abundant’ evidence at hand 
establishes the fact that many symptoms of so- 
called ‘‘hyperacidity” are merely manifestations of 
abnormal motor activity on the part of the stomach. 

The wide variation in symptomatology, etiology, 
and pathologic changes occurring in gall-bladder 
disease is abundantly emphasized by the six cases 
which he presents. 

In the second part of his article Smithies attempts 
to set forth certain useful facts that become evident 
from an analysis of 1,000 consecutive operatively 
demonstrated instances of gall-bladder disease. 

There were more than twice as many females as 
males. The average age for the series was 43.2 
years. In g per cent reliable information respecting 
the appearance of malignant disease in blood re- 
latives was obtained. It is interesting to note that 
there was an hereditary history of cancer in but 
one of the neoplastic gall-bladders of the series. 

In 6.5 per cent of the cases there was a definite 
relationship between pregnancy or childbirth and 
the gall-bladder disease. 

There was an operative mortality of 5.9 per cent, 
including all types of ailments. 

The author states that a working knowledge of 
the nature and character of the pathologic changes 
occurring in the gall-bladder would appear to be 
essential for a proper appreciation of the clinical 
manifestations for which these pathologic alter- 
ations may be responsible. The basis of gall-bladder 
pathology is largely the reaction of four layers of 
tissue to infection. The infection is most commonly 
blood-borne. It is quite likely that bacteria first 
produce changes in the mucosa and submucosa. 
Such changes consist in congestion and infiltration 
of the villi with lymphocytes. In situ the gall- 
bladder, grossly, to sight or touch presents no 
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marked variation from the normal, and this type 
of gall-bladder frequently goes untreated. 

The physical characteristics of the gall-bladder 
contents are also influenced by the nature of the 
inflammatory process going on in the mucosa. 
Persistent inflammation produces desquamation and 
later atrophy of the mucosa. Excessive amounts of 
mucus, bacteria, epithelial elements, and cholesterin 
are thrown off. The normal golden bile becomes 
turbid, thick, mucoid and often dark. If drainage 
remains fairly free, the altered bile may in part pass. 

Stones may occur at any stage of an infected 
process. They may require but a few weeks for 
development. 


As to the clinical symptomatology, pain was a’ 


characteristic symptom in 95.5 per cent of his cases. 
It was usually located in the right upper quadrant 
and varied from a feeling of fullness or distress to 
a real colic. Abdominal tenderness was present in 
883 cases and epigastric tumor or ridge was present 
in 89 cases. Jaundice was present in 28.7 per cent 
of the cases. Vomiting was an annoying symptom 
in 452 Cases. 

In 87 consecutive cases of cholelithiasis stones 
were definitely demonstrated by X-ray plates in 
19 Cases. 

The statistical tables are of great interest in con- 
nection with the article. G. W. Hocnrei. 


Judd, E. S.: Surgery of the Gall-Bladder and the 
Biliary Ducts. J. Am. M. Ass., 1918, lxxi, 79. 


For the purpose of reviewing the clinical features 
in diseases of the gall-bladder and its ducts, they have 
been considered in four groups. 

In Group 1 are those cases of a more or less 
chronic cholecystitis producing dyspepsia and, at 
times, acting as a focus for a more or less general 
infection. Just what difference there is, in the 
pathology and bacteriology, between cholecystitis 
with stones and cholecystitis without stones, has 
not been definitely determined, although inflam- 
mation of the strawberry type may reach a very 
extreme degree without the formation of stone. 

In Group 2 are included those patients having 
typical gall-stone colic. 

In Group 3 are placed those cases of typical 
cholangeitis with stones in the common duct 
which, at the time of the attack, produce an obstruc- 
tion to the flow of bile and a resulting jaundice. 
The gall-bladder in these cases is frequently de- 
stroyed or nearly so, and a more complete recovery 
will follow its removal. 

In Group 4 are the atypical cholangeitis cases 
with painless or almost painless jaundice. It is 
quite impossible to make a definite diagnosis 
before exploration in a large percentage of these 
cases, and, in view of the fact that there is so much 
uncertainty, in all cases of painless jaundice in 
which a positive clinical diagnosis cannot be made, 
the patient should be subjected to an exploration. 
The symptoms may be produced by biliary cirrhosis 
or by malignant disease at the ampulla or at the 





head of the pancreas, and sometimes this form of 
jaundice may be produced by an inflammation in 
the head of the pancreas, although this occurrence 
is probably quite rare. 

Cases in this group are not ones in which it is 
especially attractive to operate, as the operation 
may be very difficult and the patient in none too 
good a condition. The greatest difficulty usually 
arises from oozing and hemorrhage which may 
come from the wound or possibly from the mucous 
membrane of the nose, throat, or intestinal tract, 
and may begin at any time up to eight or ten days 
after the operation. Too much emphasis cannot 
be laid on the advisability of transfusing all patients 
with jaundice before operation. To accomplish 
the most good, transfusions must be made before 
any oozing begins. If, in spite of this procedure, 
oozing does start from the wound and from the 
mucous membranes, as it may at about the end of 
the first week after the operation, aspiration of 
the congested liver with a large trocar or even 
opening well into the liver substance is of great 
benefit. 

Investigations would seem to show beyond any 
question that the bile flow is regulated, at least to 
a degree, by the gall-bladder. 

The technique of operations on the gall-bladder 
and ducts is definitely established, though there is 
much variation in the operation according to the 
judgment and method of procedure of the individual 
operator. There can be no question that cholecys- 
tectomy is as safe a procedure as cholecystostomy, 
if the operator has had ordinary experience. The 
immediate convalescence is more satisfactory and 
the ultimate results certainly are better following 
cholecystectomy. 

Whether the removal of the gall-bladder be done 
by starting at the fundus and dissecting downward 
or by starting at the cystic duct and freeing it first, 
there are twomain factors which must be emphasized: 
(z)the cystic artery must be securely tied; (2) in order 
to prevent any disturbance of the common duct, it is 
essential that complete isolation of the cystic duct 
be made before clamps or ligatures are applied. 

If the infection is confined to the gall-bladder, it 
is best to remove it, if possible. Enlargement and 
hardening of the head of the pancreas is an indi- 
cation for removal of the gall-bladder in preference 
to drainage. Epwarp L. CorNeELL. 


Ochsner, A. J.: Renal Calculus and Gall-Stone; 
Removal Through Right Lumbar Incision; 
Dietetic Treatment of Renal Calculi. Surg. Clin. 
Chicago, 1918, ii, 437. 

Ochsner reports a case of a woman of seventy-six 
who was admitted to the hospital because of an 
attack of pain in the right side of the back and flanks. 
Twenty-three years before admission she began to 
have attacks of pain in the right lumbar region. 
Six years ago a doctor took an X-ray and told her 
that she had a stone in the left kidney, but of late 
years she had had no trouble with the left side. 
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Following the physical examination at the hos- 
pital she had an attack of severe pain in the right 
side of the abdomen at a point just below the rib 
margin in the axillary line. Examination showed 
moderate tenderness without spasm on deep palpa- 
tion over both flanks in the kidney regions. The 
X-ray picture showed a shadow about 2 cm. in its 
greatest diameter and 114 cm. in its lesser diameter, 
located just beneath the margin of the last rib on the 
right side. 

In discussing the case Ochsner says that the his- 
tory of a stone in the left kidney with severe pain 
would indicate that on that side the patient had a 
small stone which had been expelled through the 
ureter in the meantime. The stone in the right 
kidney at the present time must be irregular in 
shape and held in one of the calices of the kidney 
and kept there distinctly by its form, so that it 
can never get into the ureter. Consequently, the 
ureter cannot be dilated to the extent of permitting 
it to pass. 

The author states that if one operated for the 
removal of every stone that one is able to demon- 
strate, he would have to operate at least ten times 
in order to relieve the one requiring the operation. 
Nine out of every ten recover spontaneously. 
Ochsner’s method of treatment is to give the 
patient two ounces of gylcerin every night for two 
or three nights in one pint of sour lemonade and 
then give one-half pint of distilled water every 
hour. In a large majority of cases the stone will 
slip out within a week or so. 

In the case under consideration, a diagnosis of 
gall-stones was made. At operation an oblique 
lumbar incision was made and the kidney brought 
into view. The stone was demonstrated. Sutures 
were placed through the substance of the kidney 
under the guidance of the finger in the pelvis and 
an incision made directly down to the stone. The 
stone was removed and the wound packed with 
gauze. 

Through the same opening a pair of forceps was 
placed upon the cystic duct just below the point 
at which the stone could be felt. A second pair of 
forceps was placed distal to the first and the cystic 
duct cut between these two forceps. A pair of 
forceps on the side of the gall-bladder served as a 
retractor, by means of which the gall-bladder could 
be steadied while freeing it from its attachment to 
the liver. Gauze was then packed against the raw 
surface of the liver down to the point of the forceps 
which remained attached to the cystic duct, and 
either a glass, rubber, or cigarette drain was carried 
down to the point of the forceps which remained 
attached to the cystic duct. These forceps were 
removed in forty-eight hours. The drainage tube 
was left in place for about one week. The gauze 
packing against the surface of the liver was loosened 
by gentle traction on the fifth or sixth day after 
operation and slowly removed. The wound in the 
lumbar region was closed by successive layers of 
sutures grasping the cut ends of the muscle, the 
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deep fascia, and the skin, the cystic duct drain pass- 
ing out through the incision in the loin. 

The gall-bladder when opened showed changes in 
the mucous membrane, particularly in the region 
of the impacted cystic duct stone. The renal stone 
was a typical “mulberry” stone. A radiograph 
taken one week after operation showed no shadows. 

G. W. Hocurein. 


Behrend, M.: Obliteration of the Common Bile- 
Ducts Following Operation. Ann. Surg., Phila., 
1918, Ixviii, 32. 

The author is of the opinion that the common 
duct is, in all probability, injured quite often, but 
that the case is not usually reported by the operator 
who has inflicted traumatism to it. 

He then reports the case of a woman, operated 
upon previously by another surgeon for gall-stones. 
She was drained for three months after a cholecys- 
tectomy, following which she felt well for two months. 
After that time, chills, fever, vomiting and jaundice 
developed; her appetite became poor; the stools 
were continually clay-colored; and she lost sixty 
pounds in weight. 

At the first operation the gall-bladder, which 
showed many adhesions, and the appendix were 
removed. The common duct was probed and found 
patulous. At the second operation the common duct 
could not be found. Bile was located high up under 
the liver and in the region of the hepatic duct, which 
was greatly dilated. Upon opening the place where 
the needle discovered bile, Behrend was unable to 
pass the probe downward, but it passed in an up- 
ward direction. With difficulty a hepaticoduode- 
nostomy was accomplished. A rubber drainage 
tube was placed in the anastomotic opening. 

Following this operation, the patient remained 
jaundiced for some time and intense itching con- 
tinued for weeks, even after her discharge from the 
hospital. The character of the stools indicated that 
bile must be flowing through the anastomotic open- 
ing. On the twenty-first day, another operation was 
performed. The anastomosis was found to be in 
perfect condition. A T-tube was inserted but re- 
moved after ten days. 

During the past year the patient has gained over 
fifty pounds in weight and appears to be in the best 
of health. 

In conclusion, the author wishes to emphasize the 
possibility of injury to the common duct while doing 
a cholecystectomy. E. C. RoBITSHEK. 


Bevan, A. D.: The Present Status of Surgery of 
the Bile-Tracts; a Brief Review of the History 
of Bile-Tract Surgery. Surg., Gynec. & Obst. 
1918, xxvii, 49. 

In making a diagnosis of gall-stones, Bevan 
lays great stress on an accurate history. The next 
important factor is to exclude, if possible, other 
conditions, namely, duodenal ulcer simulating 
gall-bladder disease. The physical examination, 
laboratory tests, and X-ray findings are next to 
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be considered, in the order named. If symptoms 
are not too menacing, it is preferable to operate 
between attacks; if rupture of the gall-bladder is 
imminent, immediate operation is, of course, advised. 

When the disease is located in the gall-bladder, 
cholecystectomy is done in preference to cholecys- 
tostomy. This latter operation has been practically 
abandoned except in cases of chronic pancreatitis 
or empyema, if the patient’s condition does not 
warrant cholecystectomy. If the gall-bladder looks 
normal and empties easily it is not interfered with 
in the absence of other bile tract disease. Carci- 
noma in or about the bile tracts, as well as syphilis, 
can usually be diagnosed before operation. 

The key to successful bile tract surgery is a good 
exposure of the tract in cholecystectomy. The 
cystic duct should always be clearly defined before 
division and ligation. The Bevan incision, commen- 
cing high up in the angle between the ensiform and 
costal cartilages, proceeding to the middle of the 
rectus, then downward to the umbilicus and ending 
with an outward curve of several inches, is the 
incision of choice. The rectus itself need usually 
be split merely longitudinally. Lister TUHOLSKE. 


Kerr, A. A.: Cysts and Pseudocysts of the Pancreas; 
with Report of Cases. Surg., Gynec. & Obst., 1918, 
XXvii, 40. . 


The term pancreatic cyst has been used to de- 
scribe any fluid tumor in or associated with that 
organ, though such tumors differ in etiology, posi- 
tion, and clinical manifestations. 

Differential diagnosis must exclude: (1) malig- 
nant disease of the pancreas, or of the adjacent 
organs; (2) aneurism; (3) echinococcus cysts of the 
liver, spleen or peritoneum; (4) affections of the 
retroperitoneal lymphatic glands; (5) hydrone- 
phrosis or pyonephrosis; (6) cystic disease of the 
suprarenal capsule; (7) circumscribed peritonitis 
with exudation; (8) ascites; (9) cystic disease of the 
“—. (10) hydrops of the gall-bladder. 

Hardness and irregularities of the surface suggest 
malignancy. The pulsations of an aneurism and 
the brdit are pathognomonic. Hooklets are found 
in echinococcus cysts, if the tumor be not a sterile 


~echinococcus cyst. Tenderness over the lumbar 


region and intermittent fever with pyuria is found 
in pyonephrosis. 

Cystoscopy with catheterizing of the ureters 
affords valuable information. 

The X-ray should be used as routine in the 
diagnosis of these tumors. Exploratory puncture 
is condemned. 

The bronze skin and low blood-pressure suggest 
disease of the suprarenal capsule. The author cites a 
personal case of a physician who died from cancer 
of the suprarenal gland and stomach, as shown at 
autopsy. 

Pancreatic cysts usually occupy the lesser peri- 
toneal cavity or omental bursa. A case is reported 
of cystic disease of the ovary filling the entire ab- 
dominal cavity. 


Hydrops of the gall-bladder is located more to 
the right side and is attached to the liver. 

Pancreatic cysts may be classified as: (1) retention 
cysts; (2) proliferation cysts—cystic adenoma, cystic 
epithelioma; (3) hydatid cysts; (4) congenital cystic 
disease; (5) hemorrhagic cysts; and (6) pseudocysts. 
The last form is not a true pathological classifica- 
tion but a convenient clinical term. 

Vellar collected reports of 125 cases of pancreatic 
cysts which had been opened and drained, with 7 
deaths; several patients died later from diabetes. 
Total extirpation had been performed in 26 cases, 
with two deaths. 

Pancreatic enzymes are not always present in 


pancreatic cysts. The symptoms depend on the 


size and location of the tumor. A rounded fluctuat- 
ing tumor in the epigastric region close to the 
stomach is suggestive of the pancreatic cyst. Dia- 
betes was present in one of the author’s cases. 

Pancreatic cysts occur in a variety of situations. 

The author’s conclusions are as follows: 

Pancreatic and pseudo-pancreatic cysts, while 
not very rare, are of sufficient importance to be 
recorded. 

The X-ray is helpful in diagnosis. 

Treatment is surgical; usually incision and 
drainage. Sometimes in favorable cases it is prac- 
tical to remove the entire cyst. 

Diabetes is an occasional complication, but if the 
glycosuria is below four per cent, operation is per- 
missible after proper preliminary treatment. 

Explanation of drawings illustrating the normal 
peritoneum, the position of the pancreas, the various 
positions in which pancreatic cysts are found, and 
the methods of operating are given. 


Riesman, D.: Chronic Septicemic Endocarditis, 
with Splenomegaly Treatment by Splenec- 
tomy. J. Am. M. Ass., 1918, 1xxi, to. 


Among the symptoms of malignant endocarditis 
one especially is important, to which but slight 
attention seems to have been given, namely, the 
enlargement of the spleen. It is practically always 
enlarged, and is sometimes the dominant feature 
in the chain of symptoms. The spleen is a filter 
for bacteria. The filtration causes an accumulation 
of bacteria in the spleen which leads to hypertrophy, 
a sort of work hypertrophy, as William Mayo calls 
it. Moreover, living bacteria are often present in 
old infarcts of the spleen. May not the long contin- 
ued existence of bacteria in the spleen in endocarditis 
be the principal reason why the so-called bacteria- 
free cases go on to a fatal termination? 

In view of the hopelessness of treatment of chronic 
septicemic endocarditis and in view of the value of 
splenectomy in other infectious diseases, as in 
syphilis, malaria, and splenic anemia, one is war- 
ranted in removing the spleen in cases of septicamic 
endocarditis in which the organ is markedly en- 
larged. On the basis of this theory the author under- 
took the operation in one case, and, although the 
patient died one month later of an abscess of the 
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larynx, he so markedly improved after the operation 
that it is here reported in the hope that the pro- 
cedure will be undertaken by others. 

P. W. SWEET. 


MISCELLANEOUS 


Dercum, F. X.: Visceral Symptomatology in 
Nervous Diseases; Grave Dangers of Mis- 
interpretation and of Unnecessary Surgical 
Intervention. J. Am. M. Ass., 1918, 1xxi, 92. 


The specialist of today, in order to avoid the dan- 
ger of acquiring a narrowed horizon, should keep in 
touch in greater or less degree with the other depart- 
ments of medicine, including neurology. Here, 
both in functional and organic nervous diseases, the 
affections may express themselves by visceral 
symptoms or by symptoms that simulate visceral 
disease. Errors in diagnosis and consequently in 
treatment are frequently made, and not infrequent- 
ly, especially when the symptoms are referred to 
the abdomen, grave, unnecessary and _ wholly 
gratuitous operations are performed. 

The author classifies the functional nervous 
affections into first, neurasthenia, the neurosis of 
chronic or persistent fatigue; second, psychasthenia, 
an affection made up of a pre-existing neuropathy 
plus nervous exhaustion; third, hysteria, the disease 
of suggestion; and last, hypochondria, in which the 
patient suffers from a fixed conviction of illness. 

The symptoms of neurasthenia consist of motor, 
sensory, psychic, and somatic phenomena. In the 
latter phenomena there are symptoms everywhere 
indicating a deficient innervation and a deficient 
inhibition which may involve any organ or set of 
organs, such as the digestive or circulatory symp- 
toms. In these cases the pain and tenderness which 
may be present in the abdomen is not so severe as in 
inflammatory conditions, ulcer, or other organic 
trouble. Nausea is infrequent, and vomiting quite 
rare. He states that it is important not to give the 
local symptoms a value which they do not possess 
and not to forget the general condition with which 
they may be associated. 

Hysteria he describes as a neuropathy charac- 
terized by a pathologic susceptibility to suggestion. 
Among the visceral symptoms of hysteria are dis- 
turbances of the digestive tract, of the cardiovascular 
system, of the respiratory tract, and other symptoms 
resembling those of organic disease. It is note- 
worthy that in hysteria with digestive symptoms 
which may apparently be very serious, there is 
little change or impairment of nutrition. The pains 
of hysteria are distinguished from the pains of 
visceral disease by the fact that they are purely 
superficial, and that they commonly disappear 
under deep pressure. The tender areas are usually 
not confined to a single spot, and are found over 
other portions of the body. In addition, other 
evidences of hysteria are present, revealed parti- 
cularly by the mental condition of the patient. 

In psychasthenia, symptoms referable to the 
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viscera of such severity as to dominate the clinical 
picture are the exception, and when they are present, 
are of the same character as those observed in 
neurasthenia. 

In hypochondria the complaints of the patient 
may lead to an erroneous diagnosis, and frequently 
unnecessary and misdirected treatment is carried 
out. 

In the organic nervous diseases, especially in 
tabes, pain, vomiting, and other symptoms lead 
time and again to exploratory operations. Cases 
of brain tumors and tumors of the spinal cord are 
often subjected to unnecessary abdominal op- 
erations. 

Dercum states in conclusion that the explanation 
of the visceral symptoms must be sought for in the 
intimate relations existing between the cerebro- 
spinal, the autonomic, and sympathetic nervous 
systems. Every case, especially of obscure pain or 
obscure visceral symptomatology, should be sub- 
mitted to a careful neurological examination. 

E. C. Roos. 


Beal, N. H.: Abdominal Surgery as a Factor in the 
Treatment of Pulmonary Tuberculosis. Canad. 
M. Ass. J., 1918, viii, 617. 


Pulmonary tuberculosis may be co-existent with 
other pathological lesions which may be remedied 
by surgery. These lesions may be either acute or 
chronic. Occasionally in acute cases where opera- 
tion is imperative, the ordeal is well borne and im- 
provement of the pulmonary condition follows the 
operation. The chronic cases showing abdominal 
pain, interference with digestion and nutrition, and 
hemorrhage, when due to abdominal or pelvic 
lesions, are determining factors in keeping the 
patient below par. Removal of the abdominal le- 
sion is often followed by marked improvement of 
the lung condition. 

In the author’s experience, the acute cases all 
did well. The chronic conditions are represented 
by two cases of cholelithiasis, four cases of chronic 
appendicitis, one case of gastric ulcer, one case of 
tuberculosis of the caecum, two cases of tubercular 
peritonitis, one case of tubercular salpingitis, and 
two cases of uterine fibroids with haemorrhage. 
The results obtained in the majority of the cases 
have proved the wisdom of operating. One case, 
diagnosed as cholecystitis but at operation found 
to be a tuberculous appendix, did badly, the patient 
eventually dying of the tuberculous condition. The 
case operated upon for a tubercular cecum died two 
months later. The other cases have either remained 
stationary as to the lung condition or have shown 
a satisfactory improvement. 

The following details for operation are carefully 
observed: (1) These cases should be operated upon 
in the institution where they are being treated for 
their lung condition; (2) the time of operation in 
chronic cases should be chosen when the side of 
improvement is at its height and not during one 
of the relapses which all such patients undergo; 
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the acute cases, of course, give no such choice; (3) 
the patient should not be purged or starved before 
the operation; clear broth is given at the meal before 
the operation and the bowels opened with a laxative 
only or with an enema alone; (4) ether should not 


SURGERY OF THE 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Campbell, W. C.: Heliotherapy in the Cure of 
Diseases of the Bones and Joints; Report of 127 
Patients. Am. J. Surg., 1918, xxxii, 166. 


Campbell emphasizes the value of heliotherapy as 
demonstrated by the work of Rollier of Loysen, 
Switzerland. General heliotherapy is of paramount 
interest at the present moment because of the num- 
ber of war wounds amenable to solar treatment. 

Campbell’s work has been carried on at Memphis, 
and the results he has obtained among the tuber- 
culous led him to extend the treatment to other 
affections of the bones and joints. His first case was 
one of apparently hopeless tuberculosis of the spine 
and hip-joint in an adult, and the cure was so re- 
markable that he instituted the solar treatment in 
the orthopedic department of several local hospi- 
tals. 

A careful observation of the clinical course of the 
cases treated by this method is interesting. No 
material improvement is noted until pigmentation 
is well established, after which there is an increase in 
appetite, a decrease in temperature, increase in red 
blood-cells, haemoglobin, and body weight. In 
patients with fistule the discharge becomes more 
copious and after a few days thinner, then gradually 
serous and scant, finally healing in from three to six 
months. . 

He has employed heliotherapy in 127 patients with 
infections of the bones and joints; 87 were tuber- 
culous; 20 chronic infectious osteomyelitis, and 20 
- miscellaneous disorders. Of the 87 tuberculous 
cases, 65 were treated for a sufficiently long period to 
note the effect of the treatment on the local process; 
28 have remained apparently cured for from one to 
five years; 11 improved, but discontinued treatment; 
21 are now under treatment and are improved; 
5 adults have died, but there have been no deaths 
among any of the 45 children. 

Heliotherapy has been tried on 21 cases of chronic 
infectious osteomyelitis, following radical operation 
for removal of sequestra. In 8 cases insufficient time 
has elapsed to give results. Of the remaining 13, 12 
have been apparently cured for from one to four 
years. In the one patient a small sinus remains after 
two years’ treatment and may require a second 
operation. 

Heliotherapy is far-reaching in its effects and un- 
doubtedly will be found of great value for the cure of 
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be used; nitrous oxide is the anesthetic of choice, 
but if not available, chloroform, carefully ad- 


ministered; (5) after-treatment should consist 
of good nourishment, fresh air, and sunlight. 
T. W. Bacu. 


EXTREMITIES 


various disorders elsewhere in the body, as well as 
in the treatment of affections of bones and joints. 
G. W. Hocurein. 


.Holt, E. Z.: Treatment of Long-Standing Sup- 


purations in Arthritis and Osteomyelitis. 
J.M. Soc. N.J., 1918, xv, 149. 


Combined local and constitutional treatment is 
essential in all cases. Constitutional treatment con- 
sists in good food, sunlight, etc. Tuberculin and 
vaccines are seldom of benefit. Local treatment de- 
pends on findings of frequent stereoradiographs. All 
foreign substances, sequestra, and scar tissue must 
be removed. Location of the focus of infection, 
obliteration of pockets, and the establishment of 
drainage are essential. Rest of the part by exten- 
sion is necessary in the earlier stages. Dichlora- 
mine toluene at present is the best antiseptic. A few 
drops of a 5 per cent solution usually suffice, but 
they must be made to reach the focus of infection 
by means of a catheter, a grooved director, or other 
device. Dichloramine-T is usually dissolved in 
eucalyptus oil; it may also be used dissolved in 
chlorinated paraffin wax or chlorcosane. 

LIsTER TUHOLSKE. 


Mamourian, M.: The Part Played by the Bone 
Graft. Brit. M. J., 1918, ii, 79. 


Bone grafting has been done for more than a 
century but the biology of bone and the bone graft 
still remains undetermined. The main views may 
be summarized as follows: 

1. Bone is osteogenetic. The bone graft is osteo- 
genetic and lives and grows without periosteum. 

2. Fragments of bone grow better than the entire 
piece. 

3. Periosteum acts as a limiting membrane and 
has no osteogenetic power. 

4. The periosteum is the prinicipal agent of 
growth and, the bone graft can live and grow by 
virtue of its own periosteum. 

5. The bone graft is osteoconductive. 

6. Great importance may be attached to the 
cambium layer, endosteum, haversian canal linings, 
and marrow. MacEwen’s three principles (the 
first three stated) were largely founded on one case 
which he had in 1882, but being without X-ray, 
he could not accurately follow the process of restitu- 
tion. The remarkable feature of this and all bone 
graft cases is that although the graft is supposed 
to have been restored without the help of a limit- 
ing membrane, yet there was and is limitation of 




















size and shape of the bone. This is explained by 
the law of “natural adaptation’? upon which all 
growth of bone grafts is based. Bone implanted 
anywhere but in a bone space always becomes 
absorbed. No one has ever been able to produce 
bone growth in a place where there has been no 
bone before. 

The author secured and studied the complete 
X-ray records of cases and concludes that all the 
elements that enter into the constitution of bone 
are required for osteogenesis. The growth is from 
the grafted limb rather than the graft itself and all 
that the graft does is to supply what may be called 
the biochemical stimulus or irritant which has been 
abolished by trauma or disease, the new bone 
being formed from the diaphyseal ends, from peri- 
osteal and bony remains in the shaft zone, and, in 
the young, by epiphyseal lengthening. 

The author in conclusion states that bone graft 
surgery is not so widely practiced as it should be. 
In the mutilations of war, osteomyelitis, tuberculous 
disease, ununited fractures, spinal caries, fractures 
of the spine, and in all cases necessitating excision 
of bone, the bone graft is an unrivaled means of 
repair and cure. P. W. SWEET. 


Whitman, R.: An Analysis of the Weak Foot with 
Reference to Precision in the Use of Descriptive 
Terms in Teaching. Med. Rec., 1918, xciv, 49. 


Of the 2,736 new patients who applied for treat- 
ment of weak foot at the Hospital for Ruptured and 
Crippled, 30 to 40 per cent presented either po- 
tential or actual disability of this character. The 
most direct of the predisposing causes is posture; a 
persistent attitude of abduction is of importance. 
The principle of treatment therefore must be directed 
to the proper readjustment of the mechanical forces 
which predispose to the condition. The most im- 
portant indication of the potential or actual weak 
foot is a bulging inward so that the fee' when placed 
side by side are in contact throughout their entire 
extent, or if the bulging is more pronounced, it is 
impossible to oppose the heels and toes simultane- 
ously; if the heels are in contact, the toes diverge, 
and vice versa. 

The bulging is caused by the inward and down- 
ward rotation of the astragalus upon the os calcis 
rolling the foot over toward the inner side, depressing 
relatively the arch, and since the leg, resting on the 
astragalus, must rotate inward with it, the line of 
strain is deflected from the center of the foot and 
falls over its inner border. Thus the most noticeable 
of the physical signs on inspection is the inward 
bulging; the most significant is the change in the 
rotation of the power of the fulcrum: the least 


important, the incidental depression of the arch. 
The author accepts the term of abduction and 
believes it to be more preferable than either eversion 
and pronation, because the change in the line of 
strain is most noticeable when the foot bears weight 
and the mechanical disadvantage of such an attitude 
for active use is very apparent. Abduction is de- 
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scribed as a free lateral movement in the medio- 
tarsal joint. 

He concludes with the following: 

1. The most favorable type of weak foot is the 
well formed foot in which the normal relations can 
be easily restored. 

2. The actual flat-foot can be restored with but 
little lateral distortion. 

3. The changes of structure in accommodation to 
habitual deformity may have advanced so far that 
normal relations cannot be restored either volun- 
tarily or by manipulation. - 

The treatment therefore is directed to the follow- 
ing: the first indication is to relieve the symptoms 
of strain and injury, but the final purpose is to 
assure the normal relation between the force and the 
fulcrum, as the essential preliminary for the re- 
storation of muscular power and balance, upon which 
permanent cure depends. M. A. BERNSTEIN. 


Gill, A. B.: Plagtic Surgery of the Hand and the 
Forearm. Ann. Surg., Phila., 1918, Ixviii, 55. 


Reconstructive surgery is difficult because of the 
complex and fine structure and function of the hand. 
There are certain principles which must be strictly 
observed, Even slight infections may destroy the 
finest work, 

The principles of orthopedic surgery applied in the 
operative work and in the after-treatment will go 
far toward the restoration of industrial cripples to 
their former positions of usefulness and indepen- 
dence. 

Eleven cases are presented to illustrate some of 
these methods and their results. In 7 cases a thin 
layer of fat from the thigh was placed around or 
between tendons, with 5 good functional results. 
One failed because of sloughing of some skin and fat 
implant, and one because of infection following 
operation. The 3 cases where no fat was used gave 
poor functional results. In one case which had a 
piece of steel removed from the common sheath of 
the flexor tendons, there was good return of function. 
Illustrations of 3 cases are shown. 

Carv R. STEINKE. 


FRACTURES AND DISLOCATIONS 


Bouman, H. A. H.: -A Study of the Fractures of the 
Lower Extremity of the Humerus. Surz., 
Gynec. &§ Obst., 1918, xxvii, 58. 


The development and anatomy of the lower ex- 
tremity of the humerus are discussed at length. 

The fractures are divided into two classes: (1) 
the more frequent, comprising the supracondylar 
and fracture of the external condyle; and (2) the 
less frequent, consisting of fractures of the inner 
condyle and the two intracapsular fractures (through 
the condyles below the epicondyles and a partial 
fracture of the capitellum). Each type of fracture 
is discussed as to definition and description, mode 
of fracture, symptoms, treatment, and differential 
diagnosis. Roentgen rays should be used as in- 
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frequently as practicable, with the exposure time 
short because of the effect upon growing bone. 

The true intracapsular fracture (Kocher’s fractura 
diachondylica) has not been seen later than the 
fourth year. The history of how the accident oc- 
curred is important in diagnosis. Illustrations of 
the various types of fracture are given. To con- 
dense the differential diagnosis, a large table is 
shown to compare the fractures as to age, history, 
inspection, functional tests, and palpation. 

Car R. STEINKE. 


Williams, O. H.: The Early and Effective Reduction 
and Fixation of Gunshot Fractures of the 
Femur. Brit. M. J., 1918, i, 639. 


From the casualty clearing station to the base 
hospital there is every facility for the application of 
the Thomas splint, but in front of the casualty 
clearing station these facilities are lacking and the 
full value of the splint has not been obtained owing 
to the difficulty of applying simple and efficient first 
aid extension. 

The ideal method of procedure would be to em- 
ploy so simple a method of extension that it can be 
applied at the spot where the casualty occurs; and 
which at the same time is easy and rapid of applica- 
tion, efficient, and need not be changed until the 
patient is on the operating table at the casualty 
clearing station. 

A fractured femur, of all injuries, is the one that 
presents most difficulty in transport, unless some 
effectual measures are taken with this object in 
view. From the point of view of mortality, it should 
be placed in the same category of urgency as a brain 
injury or perforating abdominal wound. 

The author describes a brace which is simple, 
effective, easy of application, and provides ex- 
tension. : 

The brace, which is intended for application 
over the boot, is made of strong webbing in the 
form of two Y’s, one of which lies on each side of fhe 
boot. The diverging limbs of the Y’s merge into 
each other so as to form an anterior or dorsal strap 


in front of the ankle, and a posterior heel strap be- . 


hind the ankle. On one side they are fastened to- 
gether by means of a stud. The stem of each Y 
forms a loop to which strong cloth strapping is 
stitched. 

The brace allows of strong and efficient extension 
with minimum discomfort, and there is no possi- 
bility of its coming off. There is no constriction of 
the ankle or pressure on the malleoli. The foot is 
maintained at right angles to the leg and the limb 
cannot roll. It can be put on in two seconds and 
when not in use it can be compactly and securely 
fixed to the splint and so be always available. 

The slings are made of strong calico bandage and 
five are required for each splint, each being 4 inches 
wide and 40 inches long. Each piece is doubled on 
itself and the loop so formed fixed to the inner bar 
of the Thomas splint by safety pins or stitching. The 
free ends are split into tails of equal width for a 





INTERNATIONAL ABSTRACT OF SURGERY 


distance of about 10 inches and serve for tying to the 
outer bar. Three of the slings are supporting and 
are placed under the ankle, knee and thigh re- 
spectively; two are fixing and are placed one above 
and one below the knee. 

When the splint is about to be applied the brace 
is taken off, the slings unrolled and left to hang by 
the inner bar. One stretcher bearer applies the 
brace over the boot and with it extends and rotates 
the limb into correct position and maintains exten- 
sion by steady traction while another stretcher 
bearer passes the splint over the brace and boot. 
When the ring of the splint is well up in the groin, 
the extension straps of the brace are tied to the 


‘ foot of the splint; the supporting slings and fixing 


slings are then tied. Except in severe hemorrhage 
the splint should be applied first and the dressing 
done last. With such a splint the patient can be 
transported in comparative comfort. 

These splints should be taken to the front line 
and at least one should be kept in each stretcher 
bearer’s dugout. V. C. Hunt. 


Schaeffer, C. D.: Treatment of Fracture of the 
Patella. Penn. M. J., 1918, xxi, 558. 


The handling of these cases resolves itself into 
operative and non-operative treatment. Non- 
operative procedures are followed by fibrous union 
with a tendency to fragment separation. Patients 
with this kind of union complain much more of 
weakness in the leg after recovery than those who 
have osseous union. A useful limb can be obtained 
with non-operative methods but is seldom as perfect 
and useful as with operative methods. 

Non-operative methods cannot meet the following 
pathological conditions: the tilting of the frag- 
ments; hemorrhage into the joint; inversion over 
the fragments of the periosteum and the prepatellar 
tissues; lateral laceration of the aponeurosis. Op- 
erative procedures are contra-indicated in fracture 
of the patella in diabetic patients; advanced tuber- 
cular, cardiac, renal, and hepatic diseases; in fracture 
without laceration or tearing of the prepatellar 
tissues. 

The author injects 10 ccm. of formalin and gly- 
cerine solution immediately after fracture. The 
operation is then done five to seven days after the 
injection. Absorbable sutures are used; a cir- 
cumferential suture around the fragments; the 
prepatellar tissues and capsular ligament sutured, 
after which the circumferential suture is tied, bring- 
ing together firmly the bony parts of the fragments 
so essential in obtaining osseous union. 

The joint is closed without drainage and kept 
quiet for ten days; then passive motion is estab- 
lished and massage of the quadriceps extensor 
muscle and the tissues below the knee is begun, but 
the tissues over the joint are untouched. On the 
fourteenth day after the operation the limb is 
flexed from five to ten degrees. Fixation of the joint 
is continued for three weeks, when the splint is re- 
moved and the patient allowed to move and bend 


























the joint. In another week osseous union is com- 
plete and the function of the joint fairly well 
restored. E. B. FREILIcH. 


Gazzotti, G.: The Influence of Hematoma in the 
Recovery of Fractures (Contributo allo studio 
sull’influenza dell’ematoma nella guarigione delle 
fratture). Policlin., Roma, 1918, xxv, sez. chir., 129. 


In the Institute of Traumatology and Orthopedics 
of the Royal University of Rome the author made 
a number of animal experiments following the work 
already done by Bier, Bergel, and others, to en- 
deavor to find what influence the presence of blood or 
a hematoma has in the formation of new bone and 
the union of fractures. The conditions of a fracture 
focus treated surgically differ from those of a closed 
fracture left to itself. In the former a free blood 
flow and the resulting deposition of fibrin is pre- 
vented by surgical hemostasis, etc. It was there- 
fore necessary for the author to make a series of 
animal experiments to study fractured bones with 
hematoma in the area of bone fracture without a 
shedding of blood. 

Guinea pigs were used. Free transplants of 
fractured bones were made. In order to obtain 
transplants in which there was no blood flow, the 
fractures were made in animals already dead and the 
bone then transplanted. The transplants were 
made under most rigorous asepsis. 

The microscopic findings in the area of fracture 
as transplanted show: (a) In transplants of bone 
fractured before the death of the animal, specimens 
removed after six to nine days show only slight 
development of connective tissue where the bone 
was interrupted. After twelve to eighteen days the 
formation of a bony and osteoid callus is abundant. 
(b) In specimens of fractures made after the death 
of the animal, only in one case after eighteen days 
formation of callus in the fracture was found. The 
results for these free homografts show: 

1. Proliferative neoformative activity of perio- 
steum is greater the more the periosteum is in direct 
contact with the tissues of the host. The greatest 
activity of periosteal elements is constantly seen 
extrinsic to the spots where the periosteum was 
denuded of its soft adhering parts, and the least 
proliferation where the periosteum was covered 
with muscle. The bony neoformation proceeding 
from the periosteal elements reaches a maximum in 
about three weeks, then there is a retrogressive 
period distinguished by cellular necrobiosis and 
absorption of the fundamental substance. 

2. The compact substance of the graft rapidly 
undergoes retrogressive changes. Necrobiosis is 
observed on the sixth day after the graft, much 
more pronounced by the twelfth and fifteenth day; 
and by the twenty-seventh to the thirtieth day the 
death of the bone-cells of the graft is almost com- 
plete. Similar regressive changes are observed in 
the cartilage and medulla. 

In considering what may be deduced from his 
experiments with regard to the influence of hema- 
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toma in the formation of callus, the author ob- 
serves that experimental and control findings show 
that in bone transplanted after fracture in vivo 
there is greater frequency of new bone callus than 
in transplants of postmortem fractured bone. He 
thinks that he is justified in concluding that the 
greater periosteal activity met with in the experi- 
ments may in all probability be attributed to the 
presence of hematoma at the seat of fracture. 
W. A. BRENNAN. 


Clark, W. A.: Prevention and Treatment of De- 
layed and Faulty Union of Fractures. Mil. 
Surgeon, 1918, xliii, 1. 

The author states that if it were possible to treat 
all fractures under ideal conditions, there would be 
no need to discuss delayed union, for such a result 
would not be found. His observations are based 
upon five months’ service in the Belgian Red Cross 
Hospital at La Panne. The difference in the treat- 
ment of fractures in military and in civil practice 
is the frequency of association in the former with 
infection. 

He quotes Jones who says that there is no such 
thing as non-union aside from syphilitic disease; 
there is, however, delayed union. He gives Stim- 
son’s table setting forth the period of time necessary 
for union of various fractures. This is as follows: 
shaft of humerus, 14 weeks; head and neck of 
humerus, 11.5 weeks; humerus and condyles, 9 
weeks; both bones of forearm, 10.8 weeks; femur 
(all sites), 7.37 months; leg, 4.75 months. 

Added causes in delayed union aside from syphilis 
are scurvy, malposition, interposition of the soft 
parts, infection, and interference in circulation, loss 
of substance, either from primary trauma by shell 
fragments or from operative procedures, necrosis of 
poorly nourished fragments, and the destruction 
of nerve supply. 

In splintered fractures those fragments which 
have a periosteal and muscular covering should not 
be removed and Jones advises the replacement of 
loose fragments after they have been taken out and 
washed. 

Plates are another cause for delayed union and the 
author discourages the use of all metal materials in 
fractured bones. Adequate immobilization is of 
prime importance; a fractured bone he claims will 
unite in spite of motion; the union however will be 
angulated or in an abnormal rotation. The position 
in which immobilization is maintained is of more 
importance than the immobilization itself. The 
fixation of joints above and below the fracture is 
not always necessary and often gives rise to dis- 
comfort to the patient. The suspension scheme of 
Blake, which permits motion of all joints yet keep- 
ing the muscle pull neutralized, prevents mal- 
position of the fragments. He gives briefly the 
position assumed by the fractured ends as a result 
of muscular insertion and pull and emphasizes the 
importance of such knowledge. 

Roentgenograms in two planes will enable one to 
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visualize the position of the fractured bones and 
area great aid. The distal fragment is the one easily 
controlled and is the one to be brought in line with 
the other. In some cases the distal fragment is too 
short to handle, as for example a supracondylar 
fracture of the humerus or femur. In this condition 
the joint is placed in a position most favorable to 
restoration of the fragments to place. 

The problem of traction must be met promptly. 
Every hour that an overriding is allowed to persist 
multiplies the difficulty in overcoming it. A delay 
in union is easily recognized early by X-ray. The 
periosteal callus throws a shadow about the tenth 
day; if at the end of three weeks no shadow is cast, 
a delay in union is expected. Often strong fibrous 
tissue will form holding the fragments together. 
Early motion will stimulate osteogenesis. When all 
means fail to bring about union, open operation 
should be resorted to. The intramedullary auto- 
genous graft or the cortical graft of Albee is recom- 
mended. The author emphasizes the occurrence 
of shock in old standing malunited femur, as the 
force necessary to overcome contraction of the soft 
parts is great and is associated with dangers. When 
union has occurred and the limb found to be much 
shorter than the healthy one, he recommends 
shortening the healthy one. Delayed union occurs 
more frequently in the upper extremities because 
patients make no effort to use the arm. 

The author submits a few interesting photographs 
of specimens from the Army Medical Museum. 

M. A. BERNSTEIN. 


SURGERY OF THE BONES, JOINTS, ETC. 


Bucholz, C. H.: Arthrodesis of the Shoulder-Joint. 
Am. J. Orthop. Surg., 1918, xvi, 364. 


Paralysis of the abductor muscles of the shoulder 
produces a lack of stability of the joint, and deprives 
the shoulder of abduction, forward and backward 
elevation, and nearly always, rotation. In time, as 
the muscles and capsule become stretched, an actual 
flail joint results. 

Arthrodesis of the shoulder is indicated in cases of 
complete flaccid paralysis of the deltoid and supra- 
spinatus muscles, provided the other scapular 
muscles are strong enough to raise the scapula and 
arm. The function of the elbow, hand, and fingers 
should not be seriously involved, else the total 
functional result cannot be expected to be good. 

The anterior incision through skin, deltoid, and 
capsule gives the easiest access to the joint, according 
to most authors. After the joint is opened, the carti- 
lage is thoroughly removed from the head and 
socket, and the surface of the bones roughened with 
a chisel. Some authors emphasize the importance of 
exposing and scraping the lower surface of the acro- 
mion. Bucholz thinks that both a bone peg and two 
wire sutures through the glenoid process and the 
head of the humerus and between the acromion 
and the head should be employed to obtain fixation. 
He advises the immobilization of the arm with the 








humerus in a horizontal direction, the elbow about 
twenty-five degrees forward to the frontal plane, 
and the forearm about thirty-five or forty degrees 
inclined upward. As soon as the bones are firmly 
united, exercise should be started and should at 
first be done in small angles only, bringing the elbow 
down step by step. A wire splint should be worn for 
support. 

Bucholz had made a thorough review of the litera- 
ture and reports the end-results of arthrodesis and 
other methods for repair of the paralyzed shoulder, 
such as the transplanting of muscles and tendons, 
osteotomy, nerve transplantation, and simple sus- 
pension of the humerus with silk ligaments, followed 


’ by long-continued mobilization of the arm in the 


abducted position. .He quotes the results obtained 
by these various methods. 

He concludes by advising a prolonged conser- 
vative treatment by support and muscle training for 
abductive paralysis of the shoulder. Where all hope 
of the spontaneous recovery vanishes, he advises, 
first, a nerve or muscle transplantation, provided 
the anatomical and social conditions are favorable. 
If these methods fail to produce proper results or if 
old and neglected cases turn up, arthrodesis is the 
operation of choice, provided the trapezius, serratus 
anterior and pectoralis are intact. If these muscles 
are weak, it may be well to see if they can be suffi- 
ciently trained by exercise. There is no doubt that 
when the proper indication is present and correct 
technique is used, bony ankylosis will almost 
certainly take place following arthrodesis, giving 
the arm the much-needed stability and furnishing 
a very useful amount of motion. E. C. Roos. 


Gaenslen, F. J.: Bone Grafting in the Treatment 
of Fractures. Wisconsin M. J., 1918, xvii, 15. 


In a general way, in fresh fractures of the long 
bones operative interference should not be con- 
sidered unless several attempts to secure and main- 
tain accurate apposition have failed. In certain 
instances, of course, the anatomical condition of 
the fracture is such that it is evident from the start 
that conservative methods will prove futile. Robert 
Jones on the basis of very large experience states 
that the only fracture of long bones regularly pre- 
senting almost insuperable difficulties to satisfac- 
tory reduction is the spiral fracture of both bones 
of the leg, especially in the lower third. The diffi- 
culty, he continues, is not in reducing the fracture 
but in holding the fragments in proper position. 

Among the various fixation methods, the bone 
graft seems destined to occupy a prominent and 
permanent place and the sliding inlay graft after 
the method of Albee serves the purpose especially 
well. The essential point is that graft cut from one 
fragment is slid across the fracture site, engaging in 
a corresponding slot cut in the opposite fragment. 
Mechanically, every indication is fulfilled. Exact 
apposition is readily obtained and maintained with 
greater security with a graft than with metal bands, 
plates, or screws. 
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Magnuson has carried out the same principle 
using thin sterilized bone plates and securing them 
with specially prepared bone screws. The bone 
plates are very thin and yet sufficiently strong to 
maintain accurate reduction. They are absorbed 
in time and replaced by living bone. 

The intramedullary graft in which a bone-splinter 
or an especially prepared graft is thrust into the 
narrow cavity of either end would serve frequently 
in fresh fractures to maintain reduction, but the 
condition thus produced is far from ideal. While 
in the inlay method corresponding tissues, peri- 
osteum, compact bone, endosteum, and marrow are 
placed in apposition, this very desirable relationship 
does not obtain with the intramedullary graft. 

The various metal bands are applied easily and 
quickly, and apparently hold this type of fracture 
more securely than either wires or plates. In cases 
in which involvement of a nerve trunk, laceration 
of large vessels, or interposition of soft parts con- 
stitutes the reason for operative interference, the 
metal plate or band will often suffice, and the bone 
graft method, while perhaps more ideal, does not 
offer sufficient advantages from. the practical 
standpoint to counterbalance the added technical 
difficulties. Metal appliances, after all, are foreign 
bodies and they are a distinct hindrance to osteo- 
genesis. Practically every radiograph of a plated 
fracture will show areas of rarefaction and osteo- 
porosis about the screws. 

In cases of non-union, especially where there is 
marked eburnation, with a subsequent reduction in 
the osteogenetic power of the bone ends, the sliding 
bone graft or tibial transplant cut long enough to 
reach well beyond the area of eburnation, in contact 
with normal bone above and below, and bridging 
the gap left after the removal of the sclerosed frac- 
ture ends, solves the problem as nothing else will. 
Besides offering greater chances for union than any 
other method, there is also little or no sacrifice of 
length. The intramedullary graft for obvious 
reasons is not practical here. It is needless to say 
that the most rigid asepsis is necessary, while 
absolute immobilization is a prime requisite for the 
early establishment of blood supply for the nourish- 
ment of the graft. 

In malunion requiring correction, simple osteo- 
tomy and treatment as for simple fracture will often 
suffice. If some form of internal fixation is neces- 
sary, the advantage would again lie with the graft, 
rather than with the metal appliances. As regards 
the treatment of infected compound fractures, un- 
doubtedly bolder attempts will be made in the 
future in the grafting of the ununited infected com- 
pound fractures, since the Carrel-Dakin method 
has given more perfect control of wound healing. 

J. J. KURLANDER. 


Gallie, W. E.: The Use of Boiled Bone in Operative 
Surgery. Am. J. Orthop. Surg., 1918, xvi, 373- 


It has been pointed out by the author that when 
good bony contact is provided for a transplant, the 
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changes which occur in and around the graft are 
much the same whether the graft be autogenous, 
heterogenous, or boiled. He experimented with dogs, 
plating and screwing fractures of the long bones 
with boiled bone. It was found that the circulation 
was completely re-established in the boiled bone 
after eight weeks, and strong trabecule of new bone 
had formed. In eight months no evidence of the 
presence of the plate or screws could be found except 
a moderate thickening of the shaft of the bone. 

In the operative treatment of fractures, boiled 
bone has a decided advantage over metal plates 
and screws, in that it unites solidly to the fragments, 
never becoming loose in the tissues, and in that it is 
ultimately absorbed. While it is more difficult to 
apply plates. and screws of bone than to use the 
ordinary Lane technique, most of the difficulties 
have been eliminated by the use of special instru- 
ments. In a series of sixty operations, primary union 
and anatomical and physiological cure were obtained 
in all cases. Long boiled bone serews are now being 
used in fractures of the patella, olecranon, neck of the 
femur, and oblique fractures of the long bones. 

Before attempting to use boiled bone clinically to 
replace the autogenous spiral graft, experiments 
were performed on animals showing that the graft 
does unite solidly to the spine, and that after a period 
of a few weeks the graft acts as an efficient spinal 
support. Four cases were operated upon and one of 
these afforded an opportunity to study all the 
changes which may take place in a boiled spinal 
graft. These consist of the union of the graft to the 
spines by the laying down of new cancellous bone 
upon it; the re-establishment of the circulation by 
the ingrowth of blood-vessels into the empty haver- 
sian canals; and finally the invasion of the graft by 
osteoblasts along the course of the blood-vessels. 
The ability of these osteoblasts to spread along a 
dead graft for an interval as far as half the dis- 
tance between the spines, was conclusively dem- 
onstrated. 

From the animal experimentation it was demon- 
strated that the rapidity of union of boiled bone to 
living bone with which it is in contact, and the rate 
at which it is absorbed and replaced, depend very 
largely on the density of the bone used. It would 
therefore appear desirable to use bone in these 
operations which is as porous as the required 
strength will allow. 

Remembering that the graft is dead and must 
depend for its osteoblasts upon the neighboring 
living bone, perfect contact with the living bone 
must be provided. This makes the careful prepara- 
tion of the bone beforehand necessary, so that its 
curve and angle will fit the kyphosis. It should be 
just long enough so that each end is buried in one 
of the spines. The largest raw surface in the living 
bone is provided by the spine-splitting operation. 
The part of the graft coming in contact with the 
living bone should be of the cancellous type. Beef 
ribs, split green, make excellent grafts. 

E. C. Roos. 
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Gallie, W. E., and Robertson, D. E.: The Trans- 
plantation of Bone. J. Am. M. Ass., 1918, 1xx, 
1134. 

Attention is drawn to the principles that should 
govern the science of bone grafting. It must be 
remembered that a so-called living autogenous bone 
graft is alive only by virtue of the osteoblasts that 
are free on its surfaces and in the mouths of the 
haversian canals. All the rest of the graft dies and is 
absorbed. It owes its value in bridging gaps and in 
encouraging union of ununited fractures to the fact 
that during the process of its absorption the os- 
teoblasts which invade it from its own surfaces and 
from the neighboring bones build up new bone to 
take the place of that which is absorbed, so that’ 
ultimately the break in the continuity of the in- 
jured bone is bridged by new and healthy bone. 

This established fact indicates at once the neces- 
sity for perfect contact of the graft to fresh, healthy 
bone in the fragments and shows the reason for ex- 
tending the graft. well beyond the sclerosed ex- 
tremities. It also shows the importance of using as 
a graft bone from which the periosteal and endos- 
teal surfaces have not been removed, as it is on these 
surfaces that the greatest number of osteoblasts is to 
be found. 

For the same reason the graft should be made from 
bone which is as porous as the requirements of the 
case, in relation to strength, will allow. Hence the 
value of the rib as a graft, particularly if it has been 
opened up so that the osteoblasts of the interior 
can obtain the necessary supply of lymph. 

After the principal graft has been inserted, as 
many small pieces as possible should be packed 
around it, the fragmentation increasing the surface 
area exposed and hence increasing the number of 
surviving osteoblasts. 

In those cases in which the introduction of living 
osteoblasts is not an essential feature of the opera- 
tion, the value of boiled bone must not be over- 
looked, as it possesses many of the virtues of the 
autogenous graft without some of its disadvantages. 

Epwarp L. CorneELtL. 


Deavor, T. L.: Some Points of Interest in Bone 
Surgery, with Special Reference to Bunion 
Work. Am. J. Surg., 1918, xxxii, 161. 


Deavor reviews the early history of bone surgery, 
calling attention to the use of Lane plates and 
other mechanical devices, autogenous bone grafts, 
pegs, and inlays. He dwells on the necessity of 
perfect asepsis in doing bone work, and the im- 
portance of carefully watching the patient after 
operation. He says that much skilful work has 
resulted disastrously, because during the final days 
of the treatment the surgeon failed to estimate the 
value of personal supervision, and the rigid applica- 
tion of undesirable detail. 

He deals particularly with the treatment of 
bunion. His technique is as follows: 

A linear-shaped skin flap, rounded in front, with 
base posterior, is first turned back, beginning slightly 


beyond the line of articulation. Next, an area of 
subcutaneous tissue, similar in shape, with base 
anterior, and large enough to fully line the proposed 
joint, is carefully carved out, so as to avoid the 
underlying structures. On reaching the joint it is 
desirable to leave a collar of fascia, extending around 
the exposed inner portion of the neck of the meta- 
tarsal bone. The joint is then opened and a part of 
the head of the bone removed with a Giglisaw. The 
reamer is then applied at various angles until all 
superfluous bone is removed, smoothing and round- 
ing the head back to the ring of fascia previously 
referred to. The depression in the base of the 
phalanx may sometimes need to be deepened to 
receive the newly formed head. At this juncture the 
subcutaneous flap is carried into the joint and 
fixed with fine catgut, so that the bony surfaces will 
always remain effectually separated from each 
other. The collar of fascia is now stitched under 
considerable tension to the interarticular structure 
along the line at which it curves to enter the joint 
cavity. The wound is closed without drainage. 

After the third day gentle passive motion is begun 
and continued daily until healing is completed and 
satisfactory. The patient may be up in ten days, 
wear a soft shoe four days later, and resume her 
usual activities in five or six weeks. Not until several 
months have elapsed will the entire foot come into 
possession of its former elasticity. 

G. W. Hocnrein. 


Doege, K.: Advantages and Disadvantages in the 
Use of Metallic Bone Plates for Fractures. 
Wisconsin M. J., 1918, xvii, 10. 

Merely exact and firm union of broken bones 
constitutes but one of the elements of the treat- 
ment of fractures. Attention should also be given 
to the other injured tissues such as muscles, nerves, 
etc. It is evident that the first object in treating a 
fracture is to put the fractured ends into their 
former positions as accurately as possible. The 
greater the accuracy with which this is accomplished, 
the more certain will nerves, vessels, muscles, etc., 
return to their proper position and function. If 
the fragments are fractured squarely or serrated, it 
very seldom redisplaces after reduction. But 
where it is spiral, very firm bandaging is necessary 
to keep the fracture from redisplacing. This may 
result in an injury to the muscle such as ischaemic 
contracture. The greater the displacement or vicious 
union, the poorer the result will be as regards muscle 
function. Therefore, the two main essentials of the 
proper treatment of fractures are, first, the accurate 
reduction and alignment of the bones; and second, 
the proper treatment of the soft parts by massage 
and passive and active motion. 

The X-ray is of the greatest aid in reduction, but 
is occasionally misleading, especially when the bone 
is severely splintered. It may turn out in the 
future that the greatest benefit derived from the 
use of the bone plate is not so much the plate itself 
but the open visual reduction of the fragments 
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which is thus accomplished. Exact reduction 
eliminates subsequent pain, it shortens the period 
of disability, it permits bony union by firm reten- 
tion, it avoids the formation of excessive callus, 
and gives the muscles and soft tissues the best 
advantage to resume their normal function early. 

It may be said that absolute reduction can only 
be accomplished by the open method. ‘This, to- 
gether with its continued retention, is especially 
well met by the application of the bone plate. It is 
after the bone has united and after further necessity 
for a support by a splint becomes unnecessary, that 
the use and the advantages of the Lane plate have 
been seriously questioned. Its utility being passed, 
much depends upon its subsequent behavior in 
the tissues. It is proven that the aseptic bone plate 
implanted into aseptic tissues and.not subjected to 
constant irritation will remain indefinitely without 
harm; but if exposed to repeated irritation, will be 
a source of more or less pain and disturbance. A 
plate imbedded under other than strictly aseptic 
conditions must necessarily lead to infection, with 
discharging sinuses and possible disaster. 

The Lane plate is used to its best advantage in 
the fracture of the shaft of the long bones, the best 
example of which is the femur. No matter whether 
the break is simple or comminuted, it can always be 
spanned over by a bone plate, or by several if need 
be. After the fragments are reduced and the plate 
firmly attached, it is covered deeply by the fibers of 
the quadriceps muscle. The foreign material be- 
comes encapsulated and the patient wears the plate 
to his entire forgetfulness. Lane considers it un- 
necessary and undesirable to apply any further 
support in the shape of cast or splint for safe reten- 
tion. The slight amount of motion it does permit 
serves as a stimulant to bony growth and promotes 
firm healing. 

Whenever the author applies a Lane plate, he 
does so in such a manner as to be easily removed if 
subsequently necessary. Occasionally delayed or 
even non-union has been observed after the use of 
the bone plate, and if it were caused by this device, 
would form a serious disadvantage. However, non- 
union is a possibility occurring in all open methods 
of treatment, as it has been reported following the 
use of the bone graft, and also following open reduc- 
tion where no support of any kind was inserted. 
The slight disadvantage that the removal of the 
plate constitutes is fully compensated and out- 
weighed by the benefits derived because of the 
accurate reduction, safe retention, and ability to 
properly treat the soft tissues. 

The author’s opinion as to the indications for 
bone plating is as follows: 

1. All simple fractures that cannot be accurately 
reduced by manipulation are properly adjusted by 
operation. 

2. All simple fractures that are readily reduced 
by manipulation but show a distinct tendency to 
redisplacement are treated by the open method of 
reduction. 
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3. If after correct open reduction, the fragments 
tend to remain in apposition, no plate or other 
support is inserted and the wound is closed and the 
external splints applied. 

4. Only those fractures which have been reduced 
by the open method and show a tendency to redis- 
placement are immediately plated. 

5. The routine removal of the plate is advised in 
all cases where there is irritation or where the plate 
may act as an irritant to joints, tendons, or nerves. 

In infected fractures it is advisable to allow the 
infection to subside and the wound to heal up 
before an attempt is made at plating. 

J. J. KURLANDER. 


Mosti, R.: Ostegsynthesis in War Surgery (L’os- 
teosintesi in chirurgia di guerra). Clin. chir., Milano, 
1917, XXV, 94. 


Since the beginning of the war Mosti has 
treated 15 infected compound fractures by osteo- 
synthesis. He gives short clinical histories of these 
cases. He thinks the opinion of many surgeons 
that in infected war fractures osteosynthesis is abso- 
lutely contra-indicated is unjustifiable. Mosti thinks, 
on the contrary, that it is one of the most useful 
methods available for treatment of certain fractures, 
judged by the final results. 

The fractures treated were distributed as fol- 
lows: mandible, 2; humerus, 2; radius, 1; radius 
and ulna, 1; femur, 2; patella, 1; tibia, 4. All were 
septic wounds. In the great majority of the cases 
the fracture was comminutive and multiple, only 
3 cases being simple regular fractures. Although in 
some cases the operation was done when the general 
and local conditions were extremely grave, yet all 
recovered, which shows that in war fractures osteo- 
synthesis is a relatively benign operation. In no 
case was a subsequent amputation necessary. The 
good results are not alone due to the metallic im- 
mobilization of the fractured limb, but also to the 
early surgical cleansing of the tract and its contin- 
uous irrigation with chlorosol. Although in most 
of the cases the functional result is incomplete, 
this perhaps may be remedied by physiotherapy. 
However, the author thinks that the functional 
results would not have been nearly so good had 
osteosynthesis not been used. 

All of his cases have given the author the 
clearest demonstration that metallic osteosynthesis 
of infected fractures is not a cause of persistence 
and recrudescence of infection. After a few days 
the temperature, previously high, becomes normal 
or nearly so, oedema and inflammatory infiltration 
of the tissues disappear, and suppuration is notably 
reduced. The reason for this is to be found in the 
perfect immobilization of the fragments by the 
metallic fixation, and in the absence of secondary 
displacements. 

In 7 of the author’s cases bronze-aluminum 
wire was used; in 3 cases Dujarier’s clips; in 2 cases 
silver wire; in 2 cases iron wire; and Lambotte’s 
plates in 1 case. The silver wire was used in the 
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mandibular fractures. By adopting wire the fixation 
can be made either by suture or ligature, according 
to the form and disposition of the fragments. 
Tube-drains are used, contra-apertures for this pur- 
pose being made at the lowest possible point. 

The period at which the material used for the 
osteosynthesis ought to be removed varies accord- 
ing to the case. It will depend on the clinical and 
radioscopic findings confirming consolidation, and 
no true limit can be fixed. 

From Mosti’s experience it appears that osteo- 
synthesis is indicated in war fractures under the 
following conditions: (1) in fractures with great 
displacement of the fragments; (2) in fractures, 
retention of the fragments of which is difficult; 
(3) in fractures with extensive loss of substance or 
with very numerous fragments. W. A. BRENNAN. 


Villard: Astragalectomy in Foot Deformities; 
Talipes Equinus Following War Wounds 
(De Vastragalectomie dans les pieds bots; varus 
équin consécutif aux blessures de guerre). Lyon 
méd., 1918, cxxvii, 176. 

Deformities of the foot consecutive to war 
wounds are very frequent and among these talipes 
varus is most characteristic. This may follow super- 
ficial injuries, ligamentous avulsion, tibiotarsal frac- 
tures, or muscle injuries of the leg or thigh. What- 
ever the orign, there are two principal deformities: 
extension of the foot on the leg, and rotation of the 
plantar surface inward, so that the man walks on 
the metatarsal and external edge of the foot; in 
extreme cases the dorsal edge of the foot comes in 
contact with the ground. - 

The treatment of these war deformities is very 
delicate and varies greatly according to the case. 
Some merely require dressing in a good position; 
but in such cases there is always a tendency to a 
recurrence and a condition of permanent equinism. 
Astragalectomy has always seemed to Villard to be 
indicated in severe cases, and to be superior to 
tenotomy or arthrodesis. Tenotomy is insufficient 
because it only corrects the equinus without modi- 
tying the varus. Arthrodesis does not modify the 
equinism. But astragalectomy attacks both the 
varus and equinus. 

The author prefers Ollier’s technique in astra- 
galectomy. After removal of the astragalus the 
cavity is dried, the edges of the capsular incision 
united by catgut sutures and closure of the wound 
done with silk gut. The foot is dressed, immobilized 
in good position in plaster, and left without chang- 
ing the dressings for thirty days. The author thinks 
that this complete closure without drainage is the 
treatment of choice, that filling the cavity left by 
the removal of the astragalus is not only useless 
but dangerous as it may become the source of a 
fistula. 

The plaster cast is removed on the thirtieth 
day, and then according to the findings immobili- 
zation is continued or mobilization is begun. By 
the fiftieth day a provisional walking apparatus 


can be applied, which is later replaced by an ortho- 
pedic shoe. 

The author has operated upon 6 very severe 
cases of equinovarus following war injury and all 
the patients have recovered with normal re-estab- 
lishment of plantar support. The foot is mobile, 
without lateral movements, and pressure on the 
ground is correct. W. A. BRENNAN. 


Speed, K.: Base Hospital Amputations in War. 
J. Am. M. Ass., 1918, \xxi, 271. 


Base hospital amputations may be roughly divid- 
ed into two classes: first, those that are indicated 
on the arrival of the wounded from the clearing 
stations; and, second, those required much later. 
In the first class may be included the early gas infec- 
tions, fulminating sepsis of large joints and bone 
injuries, and those wounds which have been passed 
through clearing stations in rush periods without 
receiving surgical attention, their primary need 
being amputation. In the second group might be 
placed the secondary hemorrhage from extremity 
injuries, septic limbs with or without gunshot frac- 
tures, septic joints, late gangrene from primary 
vessel injury, and trench foot. In the face of teta- 
nus no operating is done. 

More patients suffer from delayed acceptance of 
the indication of amputation, thus failing to survive 
the operation, than are mutilated by early amputa- 
tion or operation before a rigid indication. That 
point is strongly brought to mind by patients 
suffering from septic large joints, such as the knee, 
many of whom might be saved if an early amputa- 
tion were performed. Removal of a limb is prefer- 
able to losing the patient. The sepsis of war wounds 
is so insidious when once under way that the period 
beyond which operation is ineffective may be passed 
unnoticed. Hence the advice is given to make the 
indication rigid, but to amputate early. 

The total number of amputations reviewed was 
121, following which there were 35 deaths, a mor- 
tality of 29 per cent. The total number of gas in- 
fections handled among amputated patients was 
27, with 12 deaths and 15 recoveries. 

EDWARD L. CORNELL. 


Defosses, P.: Amputation Stumps (Soins 4 
donner aux moignons). Presse méd., Par., 1918, 
XXVi, 290. 

Defosses refers to the orthopedic care which is 
necessary to complete the work of the surgeon and 
to make an amputation stump fit to carry a pros- 
thetic apparatus. 

Before cicatrization it is necessary to place the 
stump in such a position that ankylosis of a joint 
may not occur, or if ankylosis of a joint should occur, 
the stump can still be fully useful. 

It is an error to think that rest in bed or ambula- 
tion by aid of crutches is necessary for good cicatri- 
zation. Provisional apparatus can be used, sup- 
ported at other points than the stump, and the 
patient can get about using a cane only. 
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A good deal of the subsequent defective cicatricial 
results are due to suppuration. Frequent radio- 
graphic examination during the postoperative 
period will detect foreign bodies, bone sequestra, 
etc., and obviate suppuration by indicating the 
appropriate treatment. 

After cicatrization, even though perfect, the 
stump may be painful or unfit for use. To render a 
stump fit for its apparatus, some or all of the follow- 
ing points may be necessary: (1) making the skin 
of the stump supple by lavages, hot water or hot air 
baths, alcohol rub, etc.; (2) restoring the tonicity 
of the muscles by massage and electrical treatment; 
(3) preserving the mobility of the adjacent articula- 
tions, either by passive or active manual or me- 
chanical mobilization or similar measures; (4) 
giving the stump its definite form by compression 
or by a temporary apparatus. 

Where there is a defect in the stump which cannot 
be removed by any of these measures, operation or 
reamputation may be indicated. 

The author finally describes the details of the 
application of temporary prosthetic appliances as 
carried out at the Belgian ambulance “L’Océan”’ 
at La Panne in the case of a thigh amputation. 

W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Putti, V.: The Utilization of the Muscles of a 
Stump to Actuate Artificial Limbs; Cinematic 
Amputations. Brit. M. J., 1918, i, 635. 


The possibility of utilizing the functional resources 
of the stump so as to convey movement to the 
artificial limb was an idea that came to Vanghetti 
first in 1896. From that time on he wrote articles 
in which he developed his theory of what he had 
named “cinematic amputation.”’ Prior to the war 
the number of cinematic amputations did not 
number more than twenty. 

Vanghetti has given the name “cinematic 
plastics” or “cinematics” to any kind of bloodless 
or operative plastics that tend to economize, restore, 
or substitute those muscular masses that can be 
employed to impart direct or voluntary movement 
to an artificial limb. Every moving entity obtained 
cineplastically, whether bloodlessly or operatively, 
is called a “‘plastic motor.” 

Plastic motors are based on the following general 
principles: In an amputation or disarticulation, 
actual or antecedent, the tendon and muscles, pro- 
vided they have the necessary physiological pro- 
tection, skin, vessels, nerves, etc., can generally be 
used in cinematic prosthesis, on condition that the 
formation of an artificial point of attachment, to 
be protected in a similar manner, is available. 
Cinematization can be effected or prepared at the 
time that the primary amputation is done; it can 
also be done on stumps that have already healed. 
Plastic motors may vary as to their number, posi- 
tion, shape, and function. At the present day the 
most elementary and commonly used are the clava 
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(peg) and ansa (loop) motors, and those obtained 
by canalizing or tunnelling of the muscular masses. 

The motor may be single, double, or multiple. 
In function it can be either unimotor or plurimotor. 
When the motor is made to execute two opposite 
movements in succession, it is called alternative. 
Motors are either terminal, when placed at the 
extremity of the stump, or extraterminal, should 
they be placed in the continuity of the stump. Down 
to the present time the upper limb has been more 
frequently cinematized than the lower. 

In cases where it is practically impossible to 
perform primary cinematic plastic operations, as 
at the first aid dressing stations in the full stress 
of battle, the surgeon can always so operate as to 
prepare the ground for a future cinematization of 
the stump. Skin flaps, muscular insertions, various 
bone and tendon fragments and segments of limb, 
which would seem superfluous under ordinary cir- 
cumstances for the preparation of ordinary stumps, 
must be recognized to be of the greatest value in 
view of future cineplastics. A plastic motor must 
possess every requisite for withstanding a firm, 
resisting, and painless grip, and also a traction 
force that may be high; it must be provided with a 
sufficient amount of muscle masses capable of 
functional movements to guarantee the accomplish- 
ment of the task that will be demanded. The 
motors must be covered with skin in perfect condi- 
tion; well nourished and possessing a normal degree 
of sensibility. The motor must be of a size suitable 
for fastening of hooks, rings, and rods that are to 
transmit the functional movements to the artificial 
limb. 

As the tendon is the element best adapted for the 
transmission of muscular contractions, it should be 
largely employed for the formation of motors. 
Should the tendon be missing, the muscles must be 
utilized. 

In order to provide such materials as may be 
missing, recourse may be had to the methods that 
plastic surgery places at disposal, such as skin, 
muscular, aponeurotic, or osseous transplantations. 
Arthroplasties may be utilized to render mobile 
those stump segments which through stiffness or 
ankylosis have become unusable. The cinematiza- 
tion of the thigh stump enables one to gain active 
power over the knee-joint. 

As a result of cineplastics it is now possible to 
utilize certain stumps which hitherto were held 
incapable of functional movement, as carpal stumps, 
very short stumps, and disarticulation stumps. 
With regard to the short forearm or short leg stumps 
cineplastics is greatly facilitated through the 
preparation of points of attachment that correspond 
to the insertion of the biceps and patella tendons. 
In cases where it is not possible to obtain sufficient 
material for the construction of two motors, only 
a single motor can be prepared, the antagonistic 
movement being provided in the artificial limb by 
a spring or an elastic. 

The ansa motor is prepared by gathering the flexor 
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and extensor tendons together in such a way as to 
form a ring or loop which is covered with string 
whenever contraction of either of the two muscular 
groups occurs; this ring or loop displaces itself 
alternately either in an extensor or flexor sense, and 
the contractions are transmitted to the artificial 
limb. 

In order to give greater consistency to the motors, 
they can be provided with a bony support. 

It is nearly always necessary to sacrifice a certain 
quantity of the stump’s original bone, but plastic 
motors can be obtained without compromising the 
length of the bone by tunneling the muscular 
bodies. 

The author presents several cases in detail illus-’ 
trating the above principles. Experience has proved 
that if the plastic motor is well placed, if the skin 
that covers it is healthy, if wounds are absolutely 
healed, neither the rings nor the rods cause the 
slightest harm. The disabled men get so accustomed 
to the metal rod that they leave it in place even at 
night. The rod must, however, be removed once 
every twenty-four hours, in order to clean it with 
alcohol and oil it with vaseline. 

The muscular sense of stumps is not only recov- 
ered many times but they attain a degree of sensi- 
bility superior to the normal. Stumps lending them- 
selves best to cineplastics are those that include 
healthy mus¢ular masses, that retain normal inner- 
vation, and that possess an ample contractibility. 
The age and moral and intellectual condition of the 
patient are also important. 

Cinematization does not invariably require oper- 
ations with the knife. There are stumps already 
formed which are endowed spontaneously with 
cinematic resources. 

The construction of the artificial limb is greatly 
simplified by the possibility of utilizing the intrinsic 
powers of the stump. V. C. Hunt. 


Packard, G. B.: Report of Cases of Congenital 
Dislocation of the Hip. Colorado Med., 1918, xv, 
138. 

It is of great importance that congenital disloca- 
tion of the hips be diagnosed early, as the best 
results can be obtained only in cases which are seen 
in the first seven or eight years of life. With the aid 
of roentgen plates the diagnosis should not be 
difficult. The difficulty of reduction increases as 
the child’s age advances. The author states that 
it is generally hard to reduce bilateral cases after 
the age of six and unilateral cases after eight years, 
and reduction should not be attempted when the 
shortening exceeds two inches. 

He agrees with Ridlon that in the majority of 
cases the dislocation is superior and not posterior. 
In the superior dislocations the head can be felt in 
front on outward rotation of the limb and at the 
back on inward rotation; in the anterior type the 
head is felt in front but not in back on inward rota- 
tion; while in the posterior type the head can be 
felt at the back and not in front on outward rotation. 








Ridlon states that few of the anterior dislocations 
remain in when replaced, while about 75 per cent 
of the superior dislocations remain secure when re- 
placed. In bilateral dislocations perfect results in 
both hips are obtained in about half of the cases. 
The chief difficulty in obtaining a successful reduc- 
tion is the shallow acetabulum. 

A review of the different methods of treatment is 
given, and the author reports a series of 59 dislocated 
hips, 33 unilateral and 13 bilateral, which were 
treated by him, using the Lorenz and the Ridlon 
methods. Of the 59 reductions reported, 39 were 
anatomical cures, 16 anterior transpositions, and 4 
posterior. The Lorenz method of reduction was 
used in 50 cases and the Ridlon method in the last 
9 cases. The author thinks that the Ridlon method 
is more satisfactory, as it gives better stability in 
the joint and there is much less danger of fracturing 
the femoral neck or injuring the sciatic nerves or 
blood-vessels than from the Lorenz method. 

E. C. Roos. 


a 


Peckham, F. E.: A New Stabilizing Operation for 
the Foot in Infantile Paralysis. Am. J. Orthop. 
Surg., 1918, Xvi, 397. 

The operation consists of taking a long strip of 
fascia lata and transplanting it to the lower leg. 
In a case where the tibialis anticus and posticus 
were paralyzed, there was a marked toe-drop and the 
foot was turned outward. The tough fascia which 
enclosed the muscles and is attached to the tibia 
was split the whole length of the muscle. The lower 
end of the piece of fascia lata was arranged like a 
cuff around the tendons of the tibialis anticus and 
posticus, the dissected surface being next to the 
tendons and muscle belly. The foot was held in 
inward rotation and dorsally flexed on the leg, 
while the upper end of the fascia lata, pulled taut, 
was stitched down at the origin of the muscles. Then 
the whole length of the fascia lata was stitched to 
the fascia on either side where it had been divided 
to expose the muscles and tendons. 

In another case where the common extensor and 
peroneals were paralyzed, an incision was made the 
entire length of the leg and the enclosing fascia 
incised. A long piece of fascia lata was transplanted, 
and a cuff formed around the lower end of the 
tendons above the annular ligament, the dissected 
surface being next to the tendons and muscle belly. 
The foot was held in strong outward rotation and 
dorsal flexion while the upper end of the fascia was 
stitched in place. Each side of the strip of fascia 
lata was then securely stitched to the edges of the 
divided fascia of the leg. The skin wounds were 
closed and the leg and foot encased in plaster of 
Paris for about six weeks. 

In the first case the deformity was not sufficiently 
over-corrected when the fascia was stitched down, 
as more valgus is apparent when walking than when 
standing. In the second case the over-correction 
was better and the patient is walking solidly on the 
foot ten months after the operation. E. C. Roos. 
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Robertson, R. S.: What Kind of Feet Must a 
Soldier Have? N. Y. M. J., 1918, cvii, 1032. 

A soldier should have absolutely reliable feet at 
all times and under all conditions. He should not 
develop limping or short steps because of stretching 
arch supports due to faulty shoes as a civilian, so 
that later he has cramped or crooked toes or suffers 
from bunions. The present army shoe is designed to 
correct many deformities, but a soldier is apt to pick 
out shoes too short or too narrow, according to the 
author. 

No two pair of feet are alike and no type can be 
described as typical. The size, i.e., length and 
breadth, must be proportionate to body weight and 
height. A short narrow stocky foot will never carry 
a heavy soldier with its proper vertical line of car- 
riage entirely too far forward without putting an 
abnormal strain on all of the foot ligaments. The 
foot should not be muscle bound, but all the liga- 
ments strong and elastic. Free movement and abili- 
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ty to extend the foot should not be hampered by a 
short tendo achillis. 

A proper foot can be brought to an angle of less 
than ninety degrees with the leg. It is a sign of a 
muscle bound foot if impossible. A foot pronated 
and rotated outward means the normal condition 
of weight-bearing at the ankle is reversed. As this 
condition becomes increased, severe flat-foot may 
be produced. A flexible anterior arch is indicated by 
wide apart, smooth, straight toes and on the ball 
of the foot there are found no corns or callosities. 
Cramped or overlapping toes may be due to too 
narrow shoes. Corns are a serious disadvantage. 
Straggling is due to sore or crippled feet. 

The normal foot is long, broad across the base of 
the toes, with freely movable joints, a fairly high 
instep, and a good arch; it is so balanced that in 
walking the weight rests on the outer edge of the 
foot and heel and across the base of the toes. 

J. J. KuRLANDER. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Wayson, N. E.: The Pathology and Pathogenesis of 
Myelitis. Bull. U.S. Public Health Service, 1918, 
No. 111. 

Wayson gives an extensive review of the literature 
on the pathology and pathogenesis of myelitis, 
citing the opinions of various workers in this field. 

His conclusions are that studies on the pathology 
and pathogenesis of myelitis show that the various 
hypotheses as to the genesis of its different forms 
have strongly supportive evidence, but no theory 
carries an overwhelming amount of this evidence. 
There seems to be, from the anatomic-pathological 
viewpoint, no reason for great dispute, since the 
various histological changes are seen in the different 
types of the condition, apparently dependent upon 
the rapidity of the process, in turn dependent upon 
the virulence of the infectious material for these 
structures. The localization in the cord seems de- 
pendent upon the mode of entrance and probably 
upon a specific factor, i.e., trauma in transverse 
myelitis. Extension through one or another system 
of the cord lends itself readily to the explanation 
afforded by anatomical structure. G. W. Hocurern. 


Sturgis, M. G.: The Surgery of Spinal Tumors. 
Northwest Med., 1918, xvii, 113. 

The author reports two cases of spinal tumor, 
one extradural and the other intradural. The symp- 
toms are given in detail and bring out the important 
points in diagnosis. He emphasizes the importance 
of diagnosing the condition before it has reached the 
final stage. 

Pain is a variable symptom and can be dis- 
regarded in the presence of symptoms pointing to 
spinal tumor. Pain may be referred to other parts 
of the body, such as the lung, pelvis, or intra-ab- 
dominal viscera. Itisnoaid in differentiating from 
intra- or extradural tumor. M. A. BERNSTEIN. 


Ayer, J. B.: Focal Transverse Lesions of the Spinal 
Cord. Med. Clin. N. Am., 1918, i, 1143. 

The author discusses focal transverse lesions of 
the spinal cord quite thoroughly, with the following 
summary: 

Cases in which the onset is sudden; due to trauma. 
Symptoms of focal affections are complete, tending 
to improve. Pathologically it may be intramedul- 
lary hemorrhage, fracture of vertebra, dislocation, 
the first named sometimes occurring alone, but 
more often all three are present. Diagnosis is aided 
by a history of the accident. X-ray differentiates 
fracture dislocation and disease. Treatment should 
be expectant at first, later orthopedic and at times 
operative. 

Cases of rapid onset; due to acute infections. 
Symptoms are of obscure cord affections progressing 
rapidly, assuming a focal character and frequently 
resulting in complete transverse myelitis. Patholo- 
gically the condition may be myelitis, usually 
toxic; disintegration of the-cord focally or epi- 
dural abscess. For diagnosis, the patient shows 
evidence of infection, the focus of which may 
or may not be evident. X-ray is negative as a rule. 
Spinal fluid in myelitis is apt to be negative; an 
epidural abscess shows the complete compression 
syndrome. Both are bacteria free. Treatment is 
expectant in myelitis and operative in epidural 
abscess. 

Cases of slow onset; due to chronic infections, 
tumor or vascular condition. Symptoms show 
slowly increasing pressure on the cord at a given 
level. Pathologically it may be chronic syphilitic 
meningitis or meningomyelitis, tuberculosis of the 
vertebra, Charcot spine (gumma spine), tumor 
of the vertebra (usually metastatic), tumor of 
meninges, intramedullary tumors. For diagnosis, 
blood and spinal fluid tests, the findings and X-ray 
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examinations are of great value. Those due to 
vascular changes will usually show spinal fluid 
compression syndrome, for the most part incomplete, 
but some of the complete syndrome. Treatment 
should be anti-syphilitic for those having active 
syphilis, orthopedic and operative when necessary, 
and symptomatic. H. H. FRemicu. 


Frazier, C. H.: Laminectomy and Regional Anzs- 
thesia. Ann. Surg., Phila., 1918, Ixviii, 12. 
Frazier advocates the use of regional anesthesia 
for laminectomy in those cases where general 
anesthesia is contra-indicated. A preliminary hypo- 
dermic of morphine and scopolamine is given. 


With the patient in position, a vertical line is drawn . 


corresponding to the line of the spinous processes. 
Parallel to this are drawn two vertical lines 2.9 cm. 
to either side and at a point corresponding to the 
space between the transverse processes. A trans- 
verse line is projected at right angles to the midline. 


SURGERY OF THE 


Cone, S. M.: Some of the Results of Work on the 
Pathology of Peripheral Nerve Injuries. Am. J. 
Orthop. Surg., 1918, xvi, 319. 


The author has developed a technique for the 
staining of nerves in tissues by which he can differ- 
entiate the structure of young and adult nerves. 

By experimenting on nerves of amputated stumps, 
sciatic nerves in guinea-pigs, and autopsy material, 
he was able to make the following observations: 

1. The Schmidt-Lautermann incisors are not 
artefacts but neurokeratin material, and this mate- 
rial is the basis of the curious cone-shaped, regularly 
placed appearances on all adult nerves which have 
not undergone degeneration or postmortem change. 

2. The young nerve may be distinguished from 
the adult nerve. ; 

3. Ina “nerve callus,” very active, widely grow- 
ing young nerves are seen at the torn ends. Adhe- 
sions are full of them, and fat carries them better 
than muscle. 

4. The “nerve callus” and bulbs are made up of 
nerves and connective tissue,— much more of 
nerves. These young nerves form fasciculi which 
interlace in the adhesions and ‘‘nerve callus.’ 
Some are seen discrete among older bundles in loose 
and denser fibrous tissue. They show a great pref- 
erence for the lines followed by blood-vessels, and 
in some cases appear in thrombosed vessels. 

5. The tissue at the end of the torn nerve is not 
as much scar tissue as commonly thought; it is 
usually a mass of interlacing young nerves in 
fascicular arrangement. 

6. Nerve fasciculi and tendrils are shown in 
painful scars and bulbs of amputation stumps. 

7. A painful nerve bulb on an old grafted ulnar 
was found swollen by wildly growing young nerves, 
and very little connective tissue was present. 





The needle is inserted at the junction of the trans- 
verse and vertical lines. 

The skin and subcutaneous tissues are infiltrated 
with novocaine and a platinum needle is introduced 
at an angle of 45 degrees or less to the transverse 
line and 35 degrees to the skin. The average dis- 
tance to the nerve is 3 cm. in the upper thoracic 
and 4 cm. in the lower thoracic and lumbar regions. 
The patient feels pain when the nerve is reached. 
Five to ro ccm. are injected in each nerve and 
usually four nerves are injected on each side. If 
necessary, supplemental injections of novocaine 
solution may be made. For handling cord structures 
or posterior nerve roots, 4 per cent stovaine applied 
directly on cotton is of value. 

This method is of greatest value in the thoracic 
region. It is dangerous in the cervical region because 
of the proximity to the phrenic center. For lumbar 
laminectomy spinal anesthesia is preferable. 

ListER TUHOLSKE 


NERVOUS SYSTEM 


8. In several instances foreign materials, cloth, 
silk, and cotton, were seen surrounded by foreign- 
body giant cells and young nerve fibers. 

The percentage of cases in which nerves were 
found is: the proximal end (the end cut at opera- 
tion farthest from the original injury) 100 per cent; 
middle (at injury) 78 per cent; distal end, 95 per 
cent; and adhesions, 80 per cent. It appears that 
the distal end may get a central (spinal) connection 
from surrounding nerves (torn long before) by a 
bridging of the gap by adhesions, by fibers crossing 
the scar at the site of injury, and by a strand of 
normal nerve left uninjured. 

The author reviews the work done by various 
other authors on this subject. E. C. Roos. 


Rojas, P.: Experimental Degeneration and Re- 
generation of Peripheral Nerves (Degeneracion y 
regeneracion experimental de los nervios peripheri- 
cos). An. d. Inst. mod. d. clin. méd., Buenos Aires, 
1917, li, 218. 

A series of studies are being made in the Labora- 
tory of Histological Pathology of the Institute 
Modelo de Clinica Medicina attached to the Hospital 
Rawson, Buenos Aires, on the degeneration and 
regeneration of peripheral nerves. In this present 
study the historical aspect of the whole question is 
gone over, reviewing the work and findings of vari- 
ous experimentors and also some experimental work 
done in the Institute. 

The following conclusions are drawn: 

1. In the peripheral nerve two forms of retro- 
gression may be observed; one is the classical 
wallerian degeneration, the other is necrobiosis. 

2. The first is a biologic process and is produced 
only in the living or surviving nerve; the second 
represents the death of the nerve. 
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3. The nature of the medium in which the 
isolated nerve must live determines the form of 
retrogressive changes; it continues living in auto- 
transplantation and partly in homotransplantation; 
in heterotransplantation it dies. W. A. BRENNAN. 


Meuriot, H., and Platon: One Hundred Cases of 
Isolation of Liberated Nerves in Rubber 
Sheaths (100 observations d’isolation des nerfs par 
manchonnage du caoutchouc). Bull. et mém. Soc. 
de chir. de Par., 1918, xliv, 850. 


The authors have found that the results of plac- 
ing a liberated nerve in muscular tissue are not 
good. Instead of acting as a protection, the muscle 
tissue becomes strongly adherent. They have 
resorted to the use of rubber strips which are 
wound spirally around the freed nerve. The opera- 
tions included 32 on the ulnar; 13 on the median 
and ulnar; 27 on the median; 18 on the sciatic; 8 
on the radial; and 2 on the plexus. 

In 93 of their roo cases the authors have found a 
total absence of reaction between the nerve and the 
rubber; there was perfect tolerance. In 5 cases there 
was septic reaction and in 2 aseptic reaction, which 
necessitated removal of the rubber. From the un- 
successful cases the authors have learned that in 
order to avoid failure it is necessary to bury the 
nerve-trunk in its rubber sheath deep in the tissues 
and to avoid any contact with cutaneous cicatrices. 
They systematically resect any cicatricial tissue 
likely to come in contact with the sheath. 

The results obtained were as follows: 

1. Of 47 patients operated upon for painful 
phenomena, and in which there was no other treat- 
ment. but isolating the freed nerve in rubber, the 
pains disappeared in 41. In 4 cases there was no 
change; and in 2 no findings. 

2. Of 74 cases in which there was motor dis- 
turbance, 55 have been improved. In 16 cases 
the nerve was sutured. These statistical results 
have been obtained after several months’ super- 
vision of the cases, as it is only after a considerable 
time, especially in the case of paralysis, that the 
effectiveness of the rubber sheaths can be judged 
as a means of protection, particularly after suture; 
and the results must be compared with those ob- 
tained from other procedures. 

In the discussion both Delbet and Mauclaire 
referred to cases within their knowledge in which 
rubber nerve sheaths have been well tolerated for 
one or more years. W. A. BRENNAN. 


Gill, A. B.: Surgery of Spastic Paralysis. Ann. 


Surg., Phila., 1918, lxvii, 529. 

The author reviews the work on spastic paralysis 
which may be of intra-uterine origin, due to cerebral 
defects, hemorrhage or softening, syphilis, specific 
fevers, eclampsia and convulsions, etc.; or due to 
injuries of the head during birth; or, finally, may be 
acquired after birth from hemorrhage, chronic 
meningitis, hydrocephalus, etc. The prognosis is 


more unfavorable and the treatment more difficult 
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because many children with spastic paralysis are 
mentally subnormal or even idiotic. 

The symptoms are dependent upon the dis- 
tribution and degree of spasticity and weakness, and 
upon the mental characteristics. 

The various operative measures that have been 
employed to improve the condition of these pa- 
tients are briefly reviewed. 

Tenotomy of the contracted muscles is the oldest 
and most commonly employed procedure for relief 
of spastic paralysis. It has two values: it relieves 
the weak opposing muscles’ from constant over- 
stretching, and it breaks the vicious circle formed by 
tendon, afferent sensory nerves, spinal center, 
efferent motor nerves, and muscle. Tenotomy of the 
contracted muscle tendons, however, has _ not 
proved uniformly successful in practice. In many 
cases there has been a recurrence of the original 
condition, and in numerous cases an opposite de- 
formity has been produced. 

Foerster’s operation of the resection of the 
posterior spinal roots for spastic paralysis is so 
difficult and severe as to preclude its common use. 

Stoeffel weakens the strong contracted muscles 
by resecting a portion of their nerve supply, stating 
that there is no.real muscle shortening present, as 
is shown by the disappearance of the spastic con- 
dition under an anesthetic. Therefore a tenotomy 
lengthens a muscle which is not shortened and per- 
mits the development of an opposite deformity. 

He corrects talipes equinus by resecting a portion 
of the popliteal nerve in the popliteal space. The 
electrode is used in distinguishing the nerve-bundles 
which supply the various muscles! For contracture 
of the hamstring muscles, operation is performed 
upon the sciatic nerve in the upper part of the thigh. 
For adductor spasm one or both branches of the 
obturator nerve are excised. In the upper extremity 
the median nerve is exposed in the flexure of the 
elbow and the branch going tothe pronator radii teres 
and the branches to the various flexor muscles of the 
wrist and fingers are resected as desired. 

The author reports a series of five cases which he 
has operated upon in this way, illustrating the im- 
provement which occurs after nerve resection. In 
several instances a second operation was performed 
when it was found that too little of the nerve supply 
had been resected at the first operation. In opera- 
tions on the lower extremity the results have ap- 
peared to be uniformly successful and satisfactory, 
while resections of the median nerve of the arm 
do not produce as good functional results, although 
the cosmetic results are satisfactory. 

Following operation the after-treatment should 
be thorough and persistent in educating the weak- 
ened muscles and in securing co-ordination. 

The author has considered a modification of the 
Stoeffel operation; instead of partial nerve resection, 
he proposes a transplantation of the same nerves 
into the weak opposing muscles. Anatomical 
difficulties would not permit of the universal appli- 
cation of this procedure. 













































412 INTERNATIONAL ABSTRACT OF SURGERY 


Sharpe’s cerebral decompression for spastic 
paralysis is on trial, but it would appear to be of 
value only in recent cases, and particularly in the 
newborn. E. C. Roos. 


Stopford, J. S. B.: So-Called Functional Symptoms 
in Organic Nerve Injuries. Lancet, Lond., 1918, 
CXCiv, 795. 

Patients with an undoubted organic injury of a 
peripheral nerve with its usual accompanying 
picture of paralysis may also exhibit functional 
symptoms, so that trauma plays a much less incon- 
spicuous part in the production, localization, and 
persistance of functional manifestations than it is 
usually expected to do. 

Two classes of cases are discussed: first, those in 
which the functional element predominates and 
consequently there is grave risk of the case being 
diagnosed as purely hysterical. To prevent this 
error the faradic response of all the affected muscles 
must be investigated. The second group are those 
cases in which the organic symptoms are more 
apparent. The diagnosis of this group is much less 
difficult, but the treatment of the functional element 
must not be overlooked. Rational treatment must 
be directed to all possible factors in the production 
of these conditions. The source of irritation must 
be corrected, then psychotherapy applied for the 
relief of the motor and sensory functional symp- 
toms. 

Five case reports are cited to bring out different 
phases of the mixed condition and a line of treatment 
outlined for the handling of the psychic element 
present. P. W. SWEET. 


Stiles, H. J.: Operative Treatment of Nerve In- 
juries. Am. J. Orthop. Surg., 1918, xvi, 351. 


The general principles used by the author in 
operating upon injured nerves are given, including 
the desired armamentarium and technique. He 
states that the dissection to expose the injured 
nerve should rather be too extensive than too 
limited, and that the nerve should be freed and 
exposed both above and below the lesion. The 


branches of the nerve should be conserved as much 
as possible. Often surrounding muscles, as well as 
the nerve, are bound down by cicatricial tissue, 
and should be freed, requiring often a repair or 
transplantation of tendons. 

If the nerve has been completely divided, enough 
of the bulbous or cicatricial stumps should be 
divided to expose nerve bundles throughout the 
entire surface of both stumps. If the nerve has not 
been completely divided, the treatment will depend 
on the muscular response present. No hard and fast 
rules can be laid down in partial lesions of nerves, 
and each case must be judged on its own merits. 
Stiles favors exsection, provided that the two 
stumps can be brought together without tension. 

In suturing the nerve, a single through-and- 
through suture of the finest linen is sufficient for 
even the great sciatic. Every effort should be made 
to bring the corresponding fibers of the two stumps 
into apposition, so that there is no unequal rotation 
of the stumps. A sufficient number of sutures to 
prevent protrusion of nerve fibers are then placed 
through the sheath. The nerve should be embedded 
either in fatty cellular tissue or healthy muscle, and 
not in fascia and other materials which only promote 
the formation of cicatricial tissue. It is very seldom 
necessary to introduce a tube for drainage into the 
wound. 

When flexion of the adjacent limb is necessary 
to take the tension off the nerve, the limb should 
be carefully splinted, and too great haste should 
not be used in again straightening it. 

The author thinks that the treatment in these 
cases is often too conservative, and that valuable 
time is wasted in waiting for a recovery, which, in 
the end, is usually only very partial. If there is 
definite evidence present that improvement is 
taking place, operation may be delayed, but usually 
the operation will not only expedite recovery, but 
at the same time it will render it more nearly 
complete. 

The essential points in the anatomy and tech- 
nique of individual nerve operations are concisely 
outlined. E. C. Roos. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Farmachidis, C. B.: New Researches on the Cobra 
Reaction in the Diagnosis of Carcinoma (Nuove 
ricerche sulla cobrareazione per la diagnosi di 
carcinoma). Riforma med., Napoli, 1918, xxxiv, 382. 


In rors the author published his first experimental 
results on the utility of the cobra serum reaction in 
the diagnosis of carcinoma. He has since followed 
this study in a large number of cases, modifying 
his former technique in some particulars. He has 
fixed the reaction dosage as 0.1 ccm. of a 1:20,000 


solution of cobra venom (1 part of cobra solution 
at 1:5,000, and 3 parts of physiologic solution) be- 
cause a weak solution has given better results. A 5 
per cent red cell suspension from guinea-pigs is 
used. The scheme of the reaction with guinea-pig 
suspension is shown in an accompanying table. 

This reaction method was tested in 16 subjects 
with carcinomatous tumors; and in 18 subjects 
with fibroma and various other non-carcinomatous 
affections. The carcinomatous cases gave 14 positive 
reactions and 2 negative. There was no reaction in 
the non-carcinomatous cases. 

By adopting a suspension of red cells from rabbits 
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instead of guinea-pigs the author obtained the 
following results: 

In 64 cases affected with carcinomatous tumors 
there was more or less complete hemolysis within 
twenty hours and hence positive reaction in 53. 
In the remaining 11 cases the reaction occurred but 
only after a delay of from twenty to thirty-five hours. 

In 62 cases with non-carcinomatous affections 
there was no reaction by the cobra venom solution. 
The reaction in all cases considered as positive takes 
place within twenty-four hours. Cases in which a 
reaction occurs after a longer period are considered 
negative. 

The author concludes that since cobra venom al- 
most constantly activates hemolysis with serum of 
carcinomatous subjects toward the red cells of 
guinea-pigs or rabbits, while such hemolysis is ab- 
sent in non-carcinomatous subjects, the reaction 
may be considered as specific for carcinoma and is 
thus of great use in clinical diagnosis. 

W. A. BRENNAN. 


Kettle, E. H.: Tumors Arising from Endothelium. 
Proc. Roy. Soc. Med., 1918, xi, Sect. Pathol., 19. 

Two cases of tumors arising from endothelium 
are reported by the author. A detailed~-report of 
the macroscopic and microscopic examination in 
each case is given, with very clear cuts of the micro- 
scopic sections. 

He states that endotheliomata may be differ- 
entiated from other neoplasms by the following 
points: an undifferentiated polymorphic-celled type 
of growth; a whorled arrangement of the cells with 
the formation of elongated tubules and narrow 
trabeculae; the presence of tumor giant cells; 
the close association of the growth of blood-vessels; 
and the formation of lumina or channels which may 
contain blood. E. C. Roos. 


Harvey, R. W.: The Colloidal Gold (Lange) Test 
in Diagnosis. Calif. Sit. J. Med., 1918, xvi, 170. 

Obgervations on this series support the opinion of 
previous workers that while the colloidal gold test is 
valuable, it does not replace other tests but 
confirms them and in some instances assists in a 
prognosis. The test is valueless unless a satis- 
factory indicator is prepared. It is simple of exe- 
cution, and the error is small if the precaution 
be observed of obtaining blood-free spinal fluid in 
clean, sterile tubes. 

In congenital lues the reaction does not add to the 
evidence given by other spinal fluid tests, but it 
is of confirmatory value. In tabes the test, besides 
confirming evidence from the other sources, may, 
when it gives a paretic curve, predict the develop- 
ment of a paresis. In tabes and cerebrospinal lues 
it may be positive in cases in which the Wassermann, 
cell count, and globulin are negative. In general 
paresis it is invariably positive and is of absolute 
value in differentiating between general paresis on 
the one hand and tabes and cerebrospinal lues on 
the other. In normal fluids it is invariably negative, 


if Miller’s rule of counting all color changes below 
2 as negative be followed. 

Where the laboratory facilities are such that care 
and time may be devoted to the preparation of a 
suitable indicator, the test should be performed on 
every spinal fluid; the data for diagnosis is incomplete 
otherwise. Max Kaun. 


Goto, K.: A Study of the Nitrogen Metabolism and 
of Acidosis After the Transplantation of a 
Ureter into the Duodenum in Dogs. J. Exp. 
Med., 1918, xxvii, 449. 

Numerous reports, both clinical and experimental, 
have discussed the feasibility of implanting a 
ureter into some part of the intestinal canal, and 
have described methods of operative procedure. 
The literature was reviewed in 1909 by Steinke 
who concluded that the results show that under 
certain conditions the ureter may be transplanted 
successfully. The failures, however, are numerous, 
the ultimate results uncertain, and a fatal termina- 
tion is so apt to occur that no definite claim for the 
operation can as yet be made. Most experimental 
studies, as those recently made by Steinke (1900), 
Stewart (1910), and Sweet and Stewart (1914) 
have been especially concerned with the ascending 
infection of the kidney and the mechanical dilata- 
tion of the ureter following operation. 

In order to avoid some of these difficulties, 
peritonitis, ascending infection of the kidneys, 
and stenosis of the ureteral orifice where it enters 
the intestine, with resulting hydro-ureter and 
hydronephrosis, Sweet and Stewart devised the 
following method of operation. 

The right ureter of the dog is isolated and severed 
close to the bladder, and the free upper end passed 
through the lumen of the greater pancreatic duct 
into the intestine. This operation is made possible 
in the dog by the fact that this animal possesses 
at least two pancreatic ducts, both of which are 
separate from the bile-duct. In Sweet and Stewart’s 
series eight dogs were used, and in some nephrec- 
tomy of the left kidney was done at a later date. 
In none of the animals was there evidence of infec- 
tion of the kidney, but in some distinct evidence of 
obstruction was found, and in all death resulted 
after varying intervals of time with symptoms 
suggestive of an intoxication. 

In experiments such as those cited above, an 
intoxication in the absence of infection suggested 
to the author intoxication from: (a) disturbance of 
kidney function, or (b) absorption of urinary con- 
stituents draining into the intestine. It was with 
the hope of throwing some light upon this intoxica- 
tion that Goto undertook the present study. 

In this series of experiments six dogs were used; 
in two a ureter-intestinal transplantation was per- 
formed, and four were used for various controls. As 
a result of this study Goto makes the following 
summary: 

1. The present work was undertaken to study 
the metabolism in the dog after a ureter-intestinal 
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transplantation. Four dogs were originally operated 
upon. Two showed kidney infection; the other two 
were not infected, and in these the metabolism was 
studied. One of the latter showed a marked hydro- 
nephrosis and hydro-ureter. 

2. Both after the transplantation of the right 
ureter into the intestine and the ligation of the right 
ureter, there is generally a moderately increased 
output of nitrogen in the urine and, in the former 
instance especially, a retention of nitrogen in the 
blood, but no change in carbon dioxide content in 
the blood. The significance of this is probably an 
increased tissue catabolism, the cause of which is 
doubtful without further work. 

After removal of the left kidney subsequent to 
transplantation of the right ureter into the duod- 
enum, renal insufficiency and resulting retention 
developed. The non-protein and urea nitrogen in 
the blood steadily increased and the carbon dioxide 
content of the blood diminished to the level char- 
acteristic of a moderate acidosis. No ketones were 
found in the blood. The dogs died five to ten days 
after the nephrectomy under conditions charac- 
teristic of suspended renal activity, deep respiration, 
unconsciousness, and sopor. GEORGE E. BEILBY. 


Soubeyran: Traumatic Shock in the Untrans- 
portable Severely Wounded (Considérations sur 
le choc traumatique chez les grands blessés in- 
transportables). Bull. et mém. Soc. de chir. de Par., 
1918, xliv, 672. 

After a recent offensive the author received 445 
untransportable severely wounded in his service. 
There were 145 deaths, 40 of these dying unoperated 
almost immediately after arrival. There were 53 
cases in which shock is distinctly mentioned; and 
if the 40 inoperable cases be included, it gives a 
total of 93 cases of shock among the very severely 
wounded. In the 53 clear shock cases, there were 48 
deaths, 11 were not operated upon and 42 were 
operated upon in spite of shock. All non-opera- 
ted cases died; the operated cases gave 5 recoveries. 

Soubeyran classes primary shock as hemorrhagic 
and non-hemorrhagic; the latter may accompany 
medium or very severe wounds. He distinguishes 
between pure hemorrhage (acute anemia) and 
shock, and gives the following differentiation: (1) 
If the patient is seated, the tendency to syncope is 
much more marked in hemorrhage than in shock. 
(2) The pulse in acute anemia varies according to 
the position of the patient; it is unstable, sometimes 
rapid, sometimes slow. It is more stable in shock. 
(3) The facies is pale and white in the anemic; it is 
livid in shock. (4) Hemorrhagic cases are more 
agitated than the shocked. (5) Hamorrhagic cases 
show good results from the injection of serum or a 
blood transfusion; the shocked derive little benefit 
from these methods, so far as the author has seen. 
In a non-hemorrhagic shocked patient with medium 
wounds, the shock is a nervous shock. In non- 
hemorrhagic shock with important wounds, the 
shock is that of the multi-wounded. 
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Soubeyran considers that secondary shock is 
bound up with infection. In an abdominally 
wounded patient not shocked at first but dying the 
second or third day, Soubeyran cannot see any 
difference between peritoneal septicemia and 
secondary shock. He also remarks that it is usually 
in injuries below the diaphragm and especially in 
abdominal injuries with very abundant hemo- 
peritoneum that shock is observed. The injured 
region is therefore an important factor. Conditions 
at the time of injury, cold, fatigue, hunger, etc., 
are also important factors, especially when wounds 
are not very severe. 

With regard to operating upon the shocked, 
Soubeyran thinks: (1) if an important hemorrhage 
exists, a hasty hemostasis should be made while 
heating the patient; (2) if there is a limb lesion, the 
patient should first be made warm and given 
stimulants, but not for more than two hours; (3) 
the abdominally shocked as well as those with 
multiple wounds should be let alone, as these do not 
modify by treating the shock. 

The therapeutics of shock as carried out by the 
author consist of heating, keeping the head low, 
giving morphine and Todd’s potion, and injecting 
strychnine in rather high doses. The intravenous 
administration of serum in doses not exceeding 250 
gr. repeated is preferred to subcutaneous injections. 
Locke’s serum is preferred. In the hemorrhagic it 
gives as good results as blood transfusions. 

W. A. BRENNAN. 


BLOOD 


Dubin, H., and Pearce, R. M.: The Elimination of 
Iron and Its Distribution in the Liver and 
Spleen in Experimental Anzmia. J. Exp. 
Med., 1918, xxvii, 479. 

In an earlier report Dubin and Pearce presented 
the results of a study of the elimination and storage 
of iron in transient experimental anemias due to a 
single injury. These they found were not charac- 
terized by an increased elimination of iron in the 
feces or in the urine, except as an accompaniment 
of hemoglobinuria. On the other hand, an in- 
creased storage of iron in the liver and spleen was 
constantly observed. These observations support 
well known views concerning the power of the body 
to conserve iron, and suggest that some other factor 
besides blood destruction must be operative in 
those hemolytic anemias in man characterized by 
excessive elimination of iron in the feces. 

The natural assumption was that in the hemolytic 
anemias there existed some disturbance of the 
mechanism concerned in the retention or conserva- 
tion of iron, and they have now studied a chronic 
type of experimental anemia in order to determine 
whether chronicity may be the factor. In the 
present series of experiments trypanosoma equiper- 
dum has been used to cause a continuous blood 
destruction in dogs. It was hoped that in the long 
continued and progressive anemia so produced 
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they might find an experimental condition approx- 
imating the hemolytic anemias of man. 

These methods of experiments and analysis were 
the same as described in a previous paper and need 
not be repeated. From their study they are able 
to draw the following conclusions: 

In the continuous blood destruction, essentially 
a chronic experimental anemia caused by infecting 
the dog with trypanosoma equiperdum, no increased 
elimination of iron is observed in the faces. The 
storage of iron in the liver and spleen under these 
experimental conditions is somewhat greater in 
amount but of the same. general character as in 
transient experimental anemia. 

Splenectomy before or after infection, i. e., the 
development of anamia, influences neither the 
elimination of iron in the feces nor its storage in 
the liver. 

The retardation of the course of the trypanosome 
infection and thus the production of a more chronic 
anemia by treatment with a trypanocide, arseno- 
benzol, likewise does not affect iron storage. 

These experiments have therefore failed to repro- 
duce the changes in iron metabolism seen in certain 
of the chronic hemolytic anemias of man. 

In the presence of a bile-duct-ureter fistula, the 
iron content of the mixture of urine and bile is not 
appreciably greater than that of the urine alone. 
In the dog, therefore, the elimination of iron in the 
bile would not appear to be an important factor. 

On the other hand, when bile is excluded from 
the intestine, an unusual storage of iron occurs in 
the spleen. For this no explanation is offered. 

GeEorGE E. BEILby. 


Petersen, E.: Anzmia of a Type Resembling 
Pernicious Anemia During Pregnancy (L’ané- 
mie d’un type ressemblant 4 l’anémie pernicieuse 
durant la grossesse). Arch. mens. d’obst. et de 
gynéc., Par., 1918, vii, 1. 

Petersen gives the clinical histories of three cases 
of pernicious anemia, or, as he, with Esch, prefers 
to call it, anemia of the pernicious type during 
pregnancy; these cases were observed by him at the 
Rigshospitalet, Copenhagen. Anawmias which are 
met with during pregnancy differ from true perni- 
cious anemia and seem to owe their origin to the 
pregnancy itself. The first symptoms are scarcely 
observed before the second half of pregnancy. 
After labor it most frequently undergoes a rapid 
aggravation, but in some cases it cledrs up. The 
prognosis is very grave, and medical treatment is 
generally ineffective. 

Interruption of the pregnancy ought to be re- 
garded as the treatment for removal of the cause. 
It is indicated if medical treatment fails. Patients 
ought to be treated according to the general rules 
of pernicious anemia. The best results seem to be 
obtained from intramuscular injections of defi- 
brinated human blood. Two of the author’s cases 
died. The third recovered after interruption of the 
pregnancy. W. A. BRENNAN. 
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Larvey, S. C.: Fibrin Paper as an Hzmostatic 
Agent. Ann. Surg., Phila., 1918, lxviii, 66. 

The various methods of obtaining hemostasis 
are briefly given. The method for preparing the 
fibrin paper is described as follows: The fibrin 
of beef blood is obtained froma slaughter house. This 
is passed through a fine meat chopper, then washed 
in running water for twenty-four hours in order to 
free it of the other constituents of the blood. It 
is then shredded by prolonged trituration in a 
mortar and shaken up with about twice its volume 
of water. This is thrown, while in suspension, 
into a tray with a screen bottom, over which is laid 
a single layer of ordinary surgical gauze. With a 
slight oscillatory movement of the tray, the water 
runs through, leaving an even layer of fibrin 
deposited on the gauze. This is covered with another 
layer of gauze and turned out on a towel, being 
handled gently so as not to tear the fibrin film. 
The whole is placed between two towels of double 
thickness and introduced between two pressure 
plates of cast iron, as shown in an accompanying 
figure. These plates are approximated with as great 
pressure as possible by the tightening of the bolts 
inserted at their edges. “The apparatus is placed 
in an autoclave and treated with a steam pressure 
of 15 to 20 pounds for thirty minutes. On removing 
the film it is found to be welded into a sheet of 
paper-like material from which the gauze can be 
readily stripped off, leaving a rough surface. The 
thickness of this sheet depends of course upon the 
amount of fibrin thrown upon the screen. 

It is grayish brown in color and can be repeatedly 
sterilized by boiling or steam. Small pieces the 
size of a stamp placed over arteries the size of the 
secondary mesenterics of a dog control bleeding 
after one to two minutes’ pressure. It can be used 
in hemorrhage from the liver, kidney, brain, 
and other tissues. It can be dried and stored for 
months. When needed, a piece may be boiled for 
ten minutes and put into sterile salt solution until 
used. Cart R. STEINKE. 


Guiou, N. M.: Blood Transfusion in a Field Am- 
bulance. Brit. M.J., 1918, i, 695. 


The author shows that the operation of blood 
transfusion is easily applicable to the forward arm, 
where it is most needed, especially in cases of severe 
primary hemorrhage. He cites two illustrative 
cases, both of which were transfused after being 
admitted to an advanced dressing station and before 
they reached the casualty clearing station. 

For group testing, the Moss-Brem classification 
was used, the two known serums of groups 2 and 3 
being kept on hand and tested macroscopically 
against the corpuscles of the intended donor and 
also against those of the patient. As the resylt of 
this test, both donor and recipient are placed in one 
of the four groups and a suitable donor is easily and 
quickly found. This group testing requires only a 
few minutes of time. 

The syringe method of transfusion with glass 
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cannula was used. Two inches of thick-walled 
rubber tubing were fitted to each cannula, one inch 
being left free to receive the end of the syringe. Five 
per cent carbolic was used for numbing and steriliz- 
ing the skin. The veins were dissected out and 
ligatures placed. The cannulas were then introduced 
after cutting the respective veins, that in the donor 
being directed distally. 

By pinching the rubber tubing the cannulas were 
blocked. Four 20 ccm. glass syringes were used, 
each syringe fitting snugly in the rubber connection. 
These were kept going in a cycle, being washed out 
each time in a vessel of boiled saline and laid on a 
piece of sterile gauze ready for use. Plugging of the 
donor’s cannula by the wall of the vein drawn against 
its end was overcome by stopping suction on the 
syringe and sliding the cannula slightly in and out. 

The author did not state what method he used to 
prevent clotting of the blood. E. C. Roos. 


BLOOD AND LYMPH VESSELS 


Emerson, M. L.: Rupture of the Deep Epigastric 
Artery by Muscular Strain; Report of a Case. 
J. Am. M. Ass., 1918, \xx, 1145. 


The patient, a woman of forty-two, stated that 
four hours before reaching the hospital, while 
trying to place a curtain rod over a window bracket, 
she had jumped up a few inches from the floor, 
extending her body on her right leg. She had 
suddenly been seized with a severe pain in the lower 
left abdomen, had fallen to the floor and then fainted. 
She awakened to find that she had been placed 
on her bed. She felt cold, with clammy sweats, 
and was thirsty and very restless. She stated that 
she had been in the habit of wearing a long, unusually 
tight corset to disguise the effect of her rapidly 
increasing weight. 

Upon examination the patient was found to be 
somewhat pale, but not suffering from shock. 
She was very restless, however, and was nauseated, 
having recently vomited. A sensitive and painful 
condition of the lower abdomen would not permit 
a satisfactory examination. She complained of a 
burning sensation in the left lower quadrant. 
A diffuse dullness was also apparent in this region. 
The pelvic examination was negative. The tem- 
perature was 99.6; the pulse 100; white blood 
count 15,400; polymorphonuclears 86 per cent. 
After eight days the painful, indurated condition 
of the lower left abdomen became an easily palpable 
tumor of the abdominal wall, verified by bimanual 
examination. 

At operation, through the deep fascia was revealed 
a large blood-clot, containing about two cupfuls 
of clotted blood. Evidently the hematoma had 
developed at the expense of the peritoneum, which 
was blood-stained from the severed ends of the deep 
epigastric artery and vein which lay on the surface 
about three-fourths of an inch apart. The artery 
was easily demonstrated lying on the peritoneum. 
It had been severed about midway between Pou- 


part’s ligament and its entrance into the lower 
portion of the rectus sheath. Although active 
bleeding had long since ceased, both ends of the 
severed artery and vein were tied and a few strands 
of twisted silkworm gut left in the wound for a few 
days. Convalescence was uneventful, the patient 
leaving the hospital in three weeks. 
EDWARD L. CorNELL. 


Buquet, A.: Arteriovenous Aneurism of the 
Femoral Vessels in Hunter’s Canal with a 
Projectile in the Sac (Anévrisme artério-veineux 
des vaisseaux fémoraux dans le canal de Hunter; 
extirpation; projectile inclus dans le sac). Bull. et 
mém. Soc. de chir. de Par., 1918, xliv, 870. 

Only a few cases of arteriovenous aneurisms with 

a projectile in the sac have been reported in war 

literature. The case now reported is that of an 

arteriovenous aneurism in Hunter’s canal; a piece 
of shell was fixed between the artery and vein 
emerging through the wall of the aneurismal sac. 

Total extirpation of the aneurism after quadrupal 

ligature was done. Recovery followed without 

unusual incident. W. A. BRENNAN. 


Goodman, C.: Experiments Outlining the Limita- 
tions of Operation on the Abdominal Aorta. 
J. Exp. Med., 1918, xxvii, 569. 

From the results of the five experiments pre- 
sented in this report, there seems to be no difficulty 
in correcting injuries of the abdominal aorta in 
dogs, with subsequent perfect restoration of the 
continuity of the vessel. The complete occlusion 
of the aorta for a period of thirty minutes is not 
necessarily followed by serious consequences. For 
lateral defects in the aorta, or for injuries not in- 
volving the entire circumference, a rectangular 
clamp may be applied for a prolonged period in 
order that the circulation should not be completely 
cut off. An operative field free from blood can 
thus be obtained while the circulation is maintained 
through the remaining lumen of the aorta. 

In the instances in which a portion of the aorta 
must be resected, an arterial segment taken from 
another animal can be safely utilized as a trans- 
plant. Smaller vessels can be adapted to the caliber 
of the aorta by the following procedure which was 
devised by Jeger and Helmuth Josef. The artery is 
split longitudinally, the ribbon thus formed is then 
folded double, and both edges are closed with a 
continuous suture of very fine silk. In this way a 
tube double the original size of the vessel is made 
which is then transplanted end-to-end between the 
resected ends of the aorta. 

Further experiments were undertaken by Good- 
man to determine the practicability of re-establish- 
ing the continuity of the severed aorta by the 
circular suture. The results obtained seem to 
indicate that while the operation is possible, the 
difficulty of approximating the severed ends during 
the suture is greatly increased on account of the 
retraction of the aorta tube. The approximation 
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entails such injury that the aorta is completely 
severed. The introduction of a transplanted seg- 
ment would be indicated and the procedure would 
be the same as when a portion of the aorta had been 
removed. 

From Goodman’s experiments on six dogs and 
his study of the problems involved, he makes this 
summary: 

1. Injuries of the abdominal aorta in dogs may 
be corrected with subsequent perfect restoration of 
the continuity of the vessel. 

2. The complete occlusion of the aorta for a 
period of thirty minutes is not necessarily followed 
by serious consequences. 

3. In cases in which a portion of the aorta must 
be resected, an arterial segment taken from another 
animal can be safely utilized as a transplant. 

4. While the re-establishment of the continuity 
of the severed aorta by the circular suture is pos- 
sible, the approximation of the severed ends during 
the suture entails such injury that thrombosis 
frequently occurs. Therefore, when the aorta is 
completely severed, the introduction of a trans- 
planted segment is indicated. 

5. An arterial tube of increased caliber made of 
smaller vessels such as the carotid lends itself 
readily as a transplant to the severed aorta, with a 
reasonable assurance of re-establishing the con- 
tinuity of this vessel. 

6. Defects in the aorta can be readily corrected 
by the use of fascial transplants with minimum 
danger of thrombosis. GEORGE E. BEILBy. 


Tenani, O.: Further Contribution to Perivascular 
Sympathectomy as a Treatment for Causalgia 
(Altro contributo alla simpaticectomia perivasale 
come trattamento della causalgia). Policlin., 
Roma, 1918, xxv, sez. prat., 749. 

Tenani reports the case of a soldier, wounded by 
a shell fragment in the left axillar region, who 
showed an intense causalgic syndrome of the upper 
limb. On exploration the sheath and wall of the 
axillary artery were found injured, being exactly in 
the path of the projectile. On resecting the sheath 
of the local venous and arterial trunks the causalgic 
syndrome rapidly disappeared. The case showed 
that the causalgic phenomena were concomitant 
with a lesion of the peri-arterial sympathetic system 
and that a removal of the sheath about the lesion 
causes their disappearance. 

The author is inclined to give importance to the 
injury of the vessel wall as well as to that of the vas- 
cular sheath, differing in this view from Leriche, 
who thinks that the causalgia is due to the injury 
of the sheath particularly. Sympathectomy brings 
about a vasodilatation with elevation of the com- 
pensatory pressure causing a greater velocity and 
abundance of the blood flow in the region; thus 
some of the pathogenic conditions underlying the 
causalgia are obviated. 

Pirondini thinks that the very favorable results 
obtained by Leriche, LeFort, and others, as well as 
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in his own case, encourage surgeons to try peri- 
vascular sympathectomy as a means of combating 
causalgia. The operation may not always be suc- 
cessful, especially when the sympathectomy is not 
total, or in cases where the causalgic syndrome is 
accompanied by lesions of the nerve-trunks which 
should be separately operated upon. 
W. A. BRENNAN. 


POISONS 


Taylor, H. D., and Austin, J. H.: The Action of 
Antiseptics on the Toxin of Bacillus Welchii. 
J. Exp. Med., 1918, xxvii, 375. 

It seemed desirable to the authors to perform a 
series of experiments with a definite toxin which 
could be quantitatively measured and a suitable 
susceptible animal as an indicator. Bull and Prit- 
chett have demonstrated a toxin for bacillus welchii 
which fulfils all the requirements of the so-called 
group of soluble or exotoxins. They have standard- 
ized the virulence of this toxin, and confirmed the un- 
published observation of Flexner that the pigeon 
is highly susceptible to the toxin and that the 
lesions produced in this animal are similar to those 
observed in human,.cases of gas gangrene. 

As wounds infected with bacillus welchii are 
frequently encountered in military surgery today, 
and as the antiseptics studied are used extensively 
on wounds of this character, it was decided to use 
the toxin of Bull and Pritchett and the pigeon as a 
very sensitive indicator of the relative toxicity 
of the various toxin-antiseptic mixtures in the series 
of experiments here recorded. Ten experiments 
were performed. Comparable results were obtained 
in all. 

The following conclusions are drawn from this 
work: 

1. Dakin’s hypochlorite and chloramine-T solu- 
tions will protect pigeons against multiple fatal 
doses of the toxin of bacillus welchii when the anti- 
septic and the toxin are mixed in viiro and allowed 
to stand in contact for five minutes before injection. 

2. The detoxicating action of the solutions is 
demonstrable also in the presence of serum. 

3. Phenol solution, 0.25 per cent, has no such 
action. GEORGE E. BEILBY. 


ROENTGENOLOGY 


Tousey, S.: Device for X-Ray Location of Bullets 
and Other Foreign Bodies in Wounds. JN. Y. 
M. J., 1918, cviii, 1. 

The author covers the plate with a one-eighth 
inch mesh of galvanized wire netting. This is radio- 
graphed upon the plate at the same time as the 
foreign body. The tube is at a measured distance 
from the plate: 14 inches for the extremities, or 21 
inches for the head or trunk. Two exposures are 
made, the tube being displaced laterally 2 inches 
for the extremities or 3 inches for the head or trunk, 
before the second exposure. The image of the foreign 
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body is displaced unless it is in contact with the 
plate. A printed table gives the distance of the 
foreign body from the plate corresponding to what- 
ever number of meshes the image is seen to be dis- 
placed. This table should invariably be used to save 
time and especially to avoid the possibility of grave 
error in an extemporaneous calculation. ; 

A lead marker fastened upon the skin where it 
rests upon the plate furnishes a topographical guide 
to the position of the foreign body; while the dis- 
placement of the image indicates its distance from 
the surface in contact with the plate. 


Pilon, M. H., and Baker, T. T.: 
Examination of Metals. Arch. 
trotherap., 1918, xxiii, 27. 


Radiol. & Elec- 


By virtue of the high penetrating powers of rays 
obtainable with the Coolidge tube and the extreme 
sensitiveness of intensifier screens, it has been pos- 
sible to utilize the roentgen rays in industrial science 
to record photographically the structure of castings 
and possible flaws in sheets of metal of a thickness 
of two inches or more. This has opened up a new 
branch of roentgenographic work and has also had 
a bearing on the question of the protection necessary 
to make it safe to work near rays of extreme pene- 
tration. Apotpo HartuNG. 


Johnston, G. C.: Roentgen Diagnosis of Diseases 
of the Chest. Am. J. Roentgenol., 1918, v, 323. 


The author briefly describes a routine roentgen 
examination of the chest, noting the various struc- 
tures as they appear normally on the screen or 
plate. He then gives the roentgen findings in 
different pathological conditions of the lungs such 
as pneumonia, bronchopneumonia, pulmonary 
cedema, emphysema, lung tumors, diseases of the 
pleura, pulmonary abscesses, and pulmonary tuber- 
culosis. . 

Brief mention is made of foreign bodies in the 
respiratory system and emphasis placed on the 
taking of roentgenograms in both anteroposterior 
and lateral positions in addition to making a 
fluoroscopic examination. Regarding the cardio- 
vascular system, the size, shape, and position of the 
normal and pathologic heart, the condition of the 
aorta and pericarditis with effusion are described. 

ApoLPpH HARTUNG. 


Jackson, J. A.: The X-Ray as an Aid in the Reduc- 
tion and Treatment of Fractures. Wisconsin 
M. J., 1918, xvii, 109. 

The X-ray not only shows the line of fracture, 
but also the number and relative positions of the 
fragments. One should not rely entirely on this 
method of diagnosis to the exclusion of other means. 
Radiographs require careful study and not a mere 
glance. The roentgenologist must familiarize him- 
self with the plates of normal bones and joints. 
This is especially true of complicated joints such as 
the carpus, the tarsus, and the spine and bones of 
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the skull. The surgeon himself should study the 
plate and familiarize himself with the interpretation. 
There are two methods of examination, first, 
plates, and second, the fluoroscope. Whenever 
possible, especially in the smaller bones, it is well 
to make use of both methods. One should always take 
plates even though he is perfectly satisfied with the 
fluoroscopic examination. The plates are a permanent 
record in medicolegal cases or malpractice suits: 
Two views at right angles to each other are of 
more value than stereoscopic plates. From the 
standpoint of economy and from the different 
angles from which one may view the case before, 
during, and after reduction, the fluoroscope is a 
wonderful aid. Most errors are made on account of 
poor or blurred negatives. Lengthening or shorten- 
ing of the shadows are made by not having the 
tube centered over the part at an exact right angle 
with the plate. J. J. KurvAnper. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Finochietto, R.: North American Surgery in 1917 
(Cirugia nortamericana en 1917). Semana méd., 
Buenos Aires, 1918, xxv, 201, 230, 292. 

Finochietto of Buenos Aires publishes his im- 
pression after a visit to some of the principal surgical 
clinics of the United States. He thinks that neuro- 
logical surgery, anesthesia, surgery of the thyroid, 
and nursing are the principal matters of interest 
which the United States offers to the general surgeon. 

The operations reviewed under neurological 
surgery are: decompressions (craniotomy, etc.); 
treatment of various kinds of cranial fractures; 
operative treatment of essential hydrocephalus; 
epilepsy; cerebral and hypophyseal tumors; tri- 
geminal neuralgia, traumatisms of the brachial 
plexus, and spinal surgery. 

The author criticizes the methods of Kanavel, 
Schroeder, Cushing, Sharpe, Landon, Dandy, 
Elsbery and Frazier. He notes that surgical opera- 
tions for epilepsy are almost abandoned; that the 
nasal route for endocranical tumor is becoming 
more restricted in use. 

In laminectomy no progress of any importance 
has been made. 

The author describes cases of surgery of the 
thorax operated upon by Willy Meyer, Torek and 
Lilienthal. 

At the Mayo Clinic, Rochester, Minnesota, the 
author saw only one gastro-enterostomy for cancer 
of the stomach. All other cases were resected. 
The early diagnosis and the radical treatment are 
not alone due to medical advance, but also to the 
better instruction of the people. The author calls 
particular attention to the complete abandonment 
of extensive removal of the stomach where a tumor 
is not situated very high in the small curvature. 

In Chicago the author refers to an original form 
of operation by Davis in a rectal cancer in which 
the remnant of the iliac sigmoid is brought down to 
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the sacral region and discharges there, making a 
permanent fistula. 

In cholecystectomies the author notes that 
Deaver and Eisendrath alone were seen to practice 
systematic catheterization of all passages. 

In the treatment of uterine cancer the author 
refers especially to the advances made in the 
applications of radium both independently and in 
conjunction with surgery. He praises highly 
Howard Kelly both as a scholar and as a surgeon. 

The clinics of Whitman and Sherman were 
visited. In Chicago the author saw cleft palates 
operated upon by Brophy. . He thinks the Brophy 
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method owing to its simplicity will survive the Lane 
and Langenbeck methods. 

For the operative treatment of infantile paralysis 
Finochietto thinks that the astragalectomy of 
Whitman is the operation of choice. It is done ten 
times more frequently than tendon transplanta- 
tion. 

The author refers to the method of auto-elimina- 
tion of ureteral calculi practiced by Lespinasse of 
Chicago; the methods of diagnosis of ureteral stric- 
ture by Hunner and Richardson of Baltimore; also 
to recent operative measures in azoospermia by 
funiculo-epididymostomy. W. A. BRENNAN. 


MILITARY SURGERY 


Note — Readers are referred to the Table of Contents for other articles dealing with military surgery which ap- 
pear under the various headings according to our anatomical arrangement. 


Velter, E.: Penetrating Gunshot Wounds of the 
Cranium. Paris: Maloine et Fils, 1917. 

In the present war, wounds of the cranium are 
very frequent and unusually grave, notwithstanding 
the protection afforded by the helmet. The classifi- 
cations so far proposed are unfortunately based 
on theoretic ideas acquired in civil life. 

Some authors group penetrating wounds of the 
cranium according to the nature of the projectile: 
wounds due to bullets; wounds due to shell frag- 
ments; wounds due to fragments of bombs, grenades, 
and torpedoes. They deduce therefrom conclusions 
as to the operative indications (Vinay) and the 
prognosis. 

Such subtle distinctions appear to be impossible in 
practice. On account of the multiplicity of pro- 
jectiles during combat, the wounds are often 
difficult to differentiate, as they may be due to 
several kinds of projectiles. One must take into 
account also the projectiles which ricochet and 
deviate, as well as the deformed and jagged balls, 


which give rise to an infinite variety in the aspect. 


of the wounds, and render impossible any precise 
distinction as to the nature of the vulnerating agent. 

Other authors rely on the general symptoms, i .e., 
shock, coma, pulse, temperature, etc. (Rendu). 
The difficulty of judging the gravity of a wound, or 
of the necessity for intervention, from a considera- 
tion of the presence or absence of general and func- 
tional disturbances is evident when one recalls 
that some patients walk in by themselves with a 
compound fracture, and that others with slow pulse 
and all the signs of a grave lesion have nothing but 
a concussion, from which they recover in a short 
time. Moreover many factors foreign to the head 
trauma itself may markedly affect the functional 
signs, such as the noise and shock of explosions, 
fatigue from marching and running, exhaustion 
from loss of sleep, inanition and nervous depression 
following great exertion, and often the terror pro- 
duced by the scenes of the battlefield. 


The only rational classification is an anatomic 
one, though to establish it the knife is indispensable, 
for the external appearance of the wound is not 
characteristic and rarely enables one to judge of 
the extent or the exact site of the deep lesions. 
Surgical exploration is indicated in every wound of 
the head, even if apparently benign and superficial. 

The varieties and subvarieties of penetrating 
wounds proposed have too often been of a sthematic 
type which are rarely met with. Thus Abadie 
divides them into no less than 11 varieties: (1) 
chipping of the outer table; (2) cracking and dis- 
placement of the inner table; (3) hemorrhagic 
focus; (4) complete depression; (5) complete de- 
pression, with impacted projectile; (6) comminution 
of both tables; (7} fracture with lesion of the dura; 
(8) fracture with intracranial projectile; (9) radiat- 
ing fissures; (10) double perforation; (11) tangential 
grooves. Such an arrangement belongs to pathologic 
anatomy, not to clinical surgery. 

Velter by a study of his cases is convinced that all 
these numerous types have several points in com- 
mon, that all have the same operative indications, 
that they may be arranged in three or four groups 
at the most, corresponding approximately to what 
is found in practice. 

Velter says: ‘‘From September, 1914, to Novem- 
ber, 1915, I had charge of the service in cranial 
surgery in a hospital of the first rank a few kilo- 
meters from the firing line. The wounded were 
brought in from two to six hours after injury, by 
autos direct from the first aid stations to the 
hospital. 

“To these excellent conditions of transport were 
added those of a permanent hospital, well located 
and thoroughly equipped, with everything at hand 
for operations of urgency under perfect asepsis.” 

His cases were collected before the use of the steel 
helmet came into vogue. They were caused by 
bullets, and by fragments of shells, etc., producing 
a great variety of lesions. He states that he did not 
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see a single penetrating wound from a cutting 
instrument. 

He divides his cases as follows: 

1. Penetrating craniocerebral wounds with great 
destruction (19 cases). ‘These were very extensive 
lesions, with shattering of the cranium, laceration 
of the brain, and often fissures radiating to the 
base, wounds from large shell fragments, bipolar 
wounds by balls fired at very short distances, and 
penetrating seton wounds. Patients with these 
wounds were for the most part brought in dying; 
they were desperate cases, beyond all therapeutic 
resources. 


2. Penetrating wounds of the cranium, without, 


opening of the dura (18 cases). These were relatively 
benign wounds with a single orifice due to small 
fragments of shells or grenades, and ricochetting and 
fragmented bullets. Tn these all degrees of bone 
lesions may be noted from a simple chip of the outer 
table and ecchymosis to complete depression of the 
two tables with a projectile embedded in the open- 
ing. From an operative standpoint, this class is 
eminently favorable if operated upon in time. 

3. Penetrating craniofacial wounds (5 cases). 
This interesting group is completely neglected by 
most surgeons. Their peculiarity is due to the 
presence of lesions of the orbits, nasal fossa and 
accessory sinuses. Hence in addition to the question 
of cranial penetration, one often has to deal with 
an indication for ocular or orbital intervention. 

4. Tangential wounds (5 cases). One of the 
most remarkable types,—furrows of the hairy scalp, 
scratches, superficial grooves or short seton wounds 
with the apertures very close to each other, with- 
out apparent damage, produced by bullets or by 
small fragments of shells or bombs, traveling at high 
velocity. While they appear benign and limited 
to the skin, they are always grave, by reason of 
the deceptive benignity, and on account of the 
presence of considerable osseous lesions (depressions, 
radiating fissures), and lacerations of the dura and 
the brain. It is in this class that detached frag- 
ments, the starting point for mortal accidents, are 
most often seen, sometimes deeply impacted in the 
cerebral mass. 

5. Penetrating craniocerebral wounds, properly 
so-called. This group comprises the grave cases 
with opening of the meninges, more or less deep 
cerebral lesions, and the frequent presence of an 
intracranial projectile. Here again there may be 
wounds with a single orifice (fragments of bomb, 
grenade, shell, ricochetting bullets) or penetrating 
setons (usually by bullets). Velter divides forms 
which he has seen into three groups: (1) with 
occipital lesions and visual disorders (hemianopsia), 
4 cases; (2) with lesions in other portions of the 
encephalon, 24 cases; (3) with deep lodgment of 
the projectile, 7 cases. 

The immediate and early symptoms are extremely 
variable and not readily classified. However, they 
may be grouped as local, general, nervous, and 
ocular symptoms. 


There are two essential points in the consideration 
of the local symptoms. From the standpoint 


of gravity, there is no relation between the local ° 


signs and the functional signs, and there is no 
certain relation between the aspect of the wound 
and the nature, the extent, and even the seat 
of the deep lesion. Hence it is necessary to explore 
from the beginning all head wounds, and not 
to be content with the superficial character, or 
the information from prudent palpation, and by 
exploration with a grooved director. This last is 
always advisable; it furnishes precise information, 
but it is not sufficient, and every wound of the 
hairy scalp should be uncovered and carefully 
examined in a good light. 

With monoplegia there are complex symptoms 
dependent in general .on a more or less extensive 
lesion of one hemisphere and compression of the 
other. The same phenomenon occurs for the two 
paracentral lobules as for the two cortical visual 
centers, e.g., a unilateral lesion by irritation or by 
compression (hemorrhage) in the vicinity causes 
disturbances of the opposite side (double hemianop- 
sia and transitory cortical blindness). It is in this 
way that the homolateral nervous symptoms may 
be explained, in general, for the cause which pro- 
duces them is ephemeral. ; 

This restriction being made, all the paralytic 
motor disturbances are of great importance in the 
localization of lesions. For the hemiplegias par- 
ticularly, Velter quotes the conclusions of Guillan 
and Barré on the topographic diagnosis of trau- 
matic lesions in the intracerebral tract: 

1. Cortical lesions causing hemiplegias are more 
or less complete, and monoplegias often limited. 
There is also jacksonian, and occasionally general 
epilepsy, disturbed superficial and deep sensibility. 
variable state of the reflexes, and astereognosis, 
principally in cases of lesions of the ascending 
parietal and the anterior one-third of the adjacent 
parietal convolution. 

2. Subcortical lesions produce total hemiplegias, 
rapidly spasmodic contractures, with clonus and 
extension of the toe, diminution or abolition of 
abdominal and cremasteric reflexes, with neither the 
superficial nor the deep sensibility disturbed. 

3. Capsular lesions cause total hemiplegias, more 
or less intense according to the degree of lesions, 
with rapid tendency to spasmodic contractures and 
no disturbance of sensibility. 

4. Lesions in the region of the gray nucleus and 
especially of the thalamus produce total hemiplegias 
as in group 3 above. They also cause painful sen- 
sory troubles, disturbed deep sensibility, astereogno- 
sis, chorea, athetosis, ataxia, and early contractures. 

A simple clinical study of traumatic aphasia gives 
but very imperfect findings as to the cerebral 
localization of the aphasia, which can only be 
determined at operation. The complexity of speech 
disturbances is very great, and with the exception of 
a few very rare cases, it is impossible to classify 
them as either motor or sensory aphasia. 
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The existence of deep disturbances of the intel- 
ligence is almost constant; these involve especially 
memory, attention, the character of the individual, 
so much so that one cannot, so to speak, separate the 
study of the speech disturbance from that of 
psychic troubles. 

The general character of hemianopsia in this class 
of injuries was very well described by Barbazan, a 
few days before war was declared, based on a study 
of cranial injuries in previous wars, especially the 
Russo-Japanese. It is necessary to call attention 
particularly to its development: (a) a phase of 
initial total blindness with complete disorientation, 
becoming manifest after the period of unconscious- 
ness; (b) progressive retrocession, varying with the 
cases, of the visual trouble which localizes itself and 
then remains stationary; (c) in no case can one 
speak of a true cure nor of substitution, and this 
restriction applies as well to cases where the visual 
defect persists as to those where vision regains its 
integrity in all parts of the field; (d) progressive 
return of the perception for white, next of colors, 
is the usual phenomenon which shows the retroces- 
sion of the hemianopsia. 

The form of the hemianopsia is extremely variable, 
as shown by the great diversity of types reported. 
But in the present war no example of superior 
horizontal hemianopsia has been recorded as yet. 
This corroborates Barbazan who writes: “It must 
be almost impossible in gunshot wounds of the 
cranium, for it can be produced only by such 
lesions as lead to immediate death.’’ This region is 
the lower part of the occipital lobes with sinus and 
cerebellar lesions. 

Is the visual acuity in hemianopsia normal when 
the macular field is preserved? Some cases show, in 
opposition to Barbazan’s opinion, that there may be 
changes in the central visual acuity, even with 
absolute integrity of the fundus and preservation of 
the macular field in its entirety. 

The diagnostic value of lumbar puncture in the 
initial period of the development of cranial wounds 
is inconstant. Hypertension is extremely variable; 
its degree is not always in relation to the nature of 
the wounds. The fluid also may be hemorrhagic, or 
sometimes clear and normal, in spite of evident 
penetration of the cranium. 

Surgeons who have carried out puncture syste- 
matically consider its results as doubtful; it is abso- 
lutely insufficient as a diagnostic measure; and 
whether positive or negative, it is always necessary 
to operate (Hartmann, Picqué, Leriche, Gayet). 

In the postoperative period, on the contrary, 
lumbar puncture when frequently repeated, with- 
drawing medium amounts (10 to 15 ccm.), gives 
excellent results as an adjuvant to the operation 
itself against the secondary symptoms, e.g., rebel- 
lious headache, vertigo, dazzling vision, papillitis, 
and posthemorrhagic meningeal reaction. As a 
rule, it has little effect on large hernia cerebri.. In 
developing meningo-encephalitis, it often relieves 
the patient but cannot arrest the fatal progress. 
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In the late stage, lumbar puncture permits effec- 
tive action on the painful functional troubles to 
which nearly all the cases of head wounds are liable; 
at this period the chemical and cytologic examina- 
tions are very important. Stubborn hypertension, 
persistent hyperalbuminosis and lessened lympho- 
cytic reactions indicate latent lesions and necessitate 
the most reserved prognosis. 

Cytologic examination, on which so many 
authors insist as a prognostic index, also gives un- 
certain results. i 

The operative indications may be stated thus: 
Trephine all wounds of the cranium systematically, 
those where penetration is doubtful, as well as those 
in which it is certain. Trephine at once, and at the 
front, i.e., close to the firing line. Operate freely, 
leaving nothing unexplored. Early intervention is 
the essential factor for success in cranial wounds, 
probably more so than in all other injuries. 

The mmediate prognosis of penetrating wounds 
of the cranium is very grave; according to numerous 
statistics, 55 per cent of the wounded die on the field. 

Most of the wounded are brought in dead or dying, 
or live only ‘or a few hours. Persistent coma, with 
rapid and irregular pulse, the crises of general con- 
tractures, extreme agitation, stertorous and Cheyne- 
Stokes respiration, are the signs of a fatal prognosis. 

The operative prognosis depends on a certain 
number of conditions: 

1. The anatomic variety of the fracture, and not 
the general or the nervous symptoms. The progno- 
sis is particularly grave in bipolar fractures and in 
tangential wounds; in the latter, though apparently 
benign, the deep lesions are sometimes considerable. 
The prognosis is also very reserved in cases of intra- 
cerebral projectiles. 

2. The state of the dura, which, from the stand- 
point of prognosis and that of treatment, divides 
cranial wounds into two groups: (a) with the dura 
ingact, the wounds are not very serious, if operated 
upon early; (6) with the dura open, the wounds are 
serious with deep lesions, and danger of meningeal 
infection gives a high mortality. 

3. The precocity of the intervention is important. 
Trephining is an operation of great urgency, for 
meningeal infection is extremely rapid. The de- 
plorable results of delayed trephining are well 
known to surgeons at the front. 

4. Asepsis should be as strict as for abdominal 
operations, if not more so, for the peritoneum reacts 
rapidly against infection and limits it by adhesions, 
while the meninges do not adhere rapidly and 
pathogenic germs quickly invade the subarachnoid 
spaces. 

5. The technique must be well regulated, very 
prudent and very systematic; one step should not be 
commenced until the previous one has been finished; 
and hemostasis must not be neglected. The 
smallest details are important, and one should be 
persuaded that in operations on the brain and 
meninges especially, the least inattention, the least 
negligence may give rise to catastrophes. 
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If the first steps of the operation (treatment of 
the cutaneous and osseous lesions) are easy, this is 
not the case with the further steps. The course to 
be pursued in lesions of the dura and the brain, the 
choice of the best method, the opportunity for sur- 
gical opening of the meninges, or, on the contrary, 
abstention, are points which call for much decision 
without temerity, and great practice in cranial sur- 
gery. In the same way exploration of a cerebral 
focus, extraction of bone splinters or projectiles 
deeply located call for a delicacy of touch and a 
surety of hand which can be gained by experience 
alone. It is only too commonly believed that 
trephining is always easy and harmless, and to be 
done by any surgeon. In cranial surgery there are 
things which one must know not to do. 

Cranioplasty is not always a harmless operation; 
its principal danger is the lighting up of a latent in- 
fection. One need be in no hurry to operate, but 
should wait a long time and not decide unless during 
at least one year the patient has shown neither 
grave subjective nor organic nervous symptoms. 

Cranial autoplasty is formally contra-indicated 
when there are changes in the cerebrospinal fluid,— 
hypertension, hyperalbuminosis; in such cases it will 
have directly the opposite effect to the one desired. 

Cartilaginous autoplasty appears the most ra- 
tional, and above all, the most ‘constant in its 
results. The immediate surgical results are good, the 
wsthetic result and protection of the brain perfect; 
the late results are uncertain and sometimes bad. 

By reason of the possible dangers and the still 
present uncertainty as to the indications for cranio- 
plasty, it is impossible to insist on the wounded 
undergoing it, and their refusal to submit to it 
should not lead to any reduction of pension. 

Velter gives the statistics of results in cranial 
wounds. He reports 84 personal cases. These in- 
clude: penetrating wounds with great lacerations, 
no operation, rapidly fatal, 14; penetrating wounds 
operated upon elsewhere, 2; penetrating wounds 
with massive lesions, removal of fragments and dress- 
ing of wound, 5; penetrating wounds trephined, 62; 


cerebral abscess following a penetrating wound, tf. ~ 


Of these, 53 lived; 28 died (excluding the case of 
abscess); the total mortality was 33.7 per cent. 

Of the 19 penetrating wounds not trephined, 1 
lived, and 18 died. 

The operative results in penetrating wounds, 
trephined, were as follows: cranial wounds with 
intact dura, 16; 1 death; craniofacial wounds, 5; 
o deaths; tangential penetrating wounds, 5; o 
deaths; penetrating craniocerebral wounds: (a) with 
hemianopsia, 4; o deaths; (6) with other encephalo- 
meningeal lesions, 24; 8 deaths; (c) with deep-seated 
projectiles, 8; 1 death. 

The total mortality was 16.1 per cent; the mortal- 
ity of craniocerebral wounds was 25 per cent. 

Late results gave: evacuated, 53; not traced, 4; 
early death, 1; late death, 2; still under treatment, 8; 
invalided, 27; auxiliary service, 6; again in ranks 
(one of these recently killed), 5. 


Statistics of other authors are also given. Abadie 
did 172 trephinings; 71 died. There were 70 lesions 
of the skull alone, 14 of which died (20 per cent) ; and 
102 lesions of the skull with opening of the dura, of 
which 57 died (56 per cent). 

Bénard had a mortality of 50 per cent. Cunéo 
had a mortality in craniocerebral wounds of 60 per 
cent. Didier reported 64 cran‘ocerebral wounds 
with 63 operations; 27 died. Froelich had 82 cases, 
47 with lesions of the brain; 20 died (25 per cent). 

Gayet in two series had (a) 198 operations; 76 
died; in 22 the result was not known; 100 recovered; 
(b) 103 cases; 101 were operated upon; the mortal- 
ity was 26 per cent. 

Lapointe did 170 trephinings; the total mortality 
was 25 per cent. There were 7 bipolar wounds, 6 
died; 25 deep foreign bodies, only 2 extracted; 14 
died, rr were evacuated to the rear; 48 deep pene- 
trating wounds, 37 tangential; mortality, 56 per 
cent; 33 tangential grooved wounds, 16 died; 
mortality 45 per cent; penetrating wounds with 
intact dura; mortality, 13 per cent; depression of 
both tables, 7 cases, 2 deaths; tangential depression, 
25 cases, 2 died; fissures, 9 (8 involved both tables); 
o deaths; isolated fracture of the inner table, 3 cases, 
1 died. ; 

Sencert had 234 operations, as follows: cranial 
wounds, 39; 2 died; craniocerebral wounds, 92; 42 
died; tangential wounds, 48; 20 died; seton wounds 
of the cranium, 42; 30 died; bipolar wounds, 13; 8 
died. 

End-results gave: of 71 heard of, 24 deaths 
(usually during the first month) and 47 living, rostill 
under treatment, 5 at the front again, 2 in auxiliary 
service, and 30 who have been invalided. 

P. H. KREUSCHER. 


Balleuil, L. C., and Jack, W. D.: The Use of Fascial 
Transplants in War Surgery. Ann. Surg., Phila., 
1918, Ixviii, 1. 

The type of case selected for fascial transplant 
has been variable. The method seems applicable to 
the whole field of plastic surgery for repair of muscle 
sheaths. The operation consists of 4 steps: (1) re- 
section of the scar; (2) liberation of the muscle and 
the margins of the aponeurosis; (3) the cutting of 
the graft, its application and fixation; (4) recon- 


-struction of subcutaneous tissues and skin. 


The resection of the scar must be complete, 
including the cutting of fascial and muscle adhe- 
sions. The graft is cut from the fascia lata through 
a linear incision by undermining tissues. The graft 
is placed in a saline sponge. The fascia lata 1s 
closed with mattress sutures and the skin wound 
closed. The graft is then fitted into the defect left 
by the excision of scar tissue; it is fastened in place 
with No. oo catgut sutures and the wound closed 
and the part immobilized. Fifty cases have been 
operated upon by the authors with uniformly 
perfect results: absence of infection, relief of pain, 
and improved function of the part. 

LIsTER TUHOLSKE. 
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Smith, J. J.: Eye, Ear, Nose, and Throat Work at 
the Recruiting Depot. NV. Y. M. J., 1918, cviii, 
69. 

The methods of instruction adopted by the med- 
ical department of the army as obtained before the 
war are given; it isshown that after a three months’ 
attendance upon the lectures at the Army Medical 
School located at Washington, a man was commis- 
sioned and supposed to be ready to do any kind of 
medical or surgical work. This he says is all changed 
in the present system, in that the Surgeon General 
and his advisory board have called in large numbers 
of reserve doctors and assigned them to work in 
which they are extremely proficient. 

For the guidance of the eye, ear, nose, and throat 
man who is located at a recruiting station, a set of 
instructions have been prepared, known as General 
Orders No. 66, 1910. These give in detail the 
requirements for the various arms of the service. 
It is presumed that these regulations are for general 
guidance in examinations to be made, as it is said 
that these regulations do not apply to drafted men, 
but were drafted for applicants for the old regular 
army. A recital of the requirements for drafted 
men is made as pertains to the ear, the eye, the 
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mouth, nose, fauces, pharynx, larynx, trachea and 
oesophagus. 

In making an examination of some 21,000 men 
the author is able to set forth the following statistics 
regarding them: 25 per cent had septal deviations, 
of which 12 per cent were to the right and 13 
to the left; 28 per cent had hypertrophied or dis- 
eased tonsils or both; 23 per cent needed throat 
operations; 25 per cent needed both nasal and throat 
operations. Many cases of retracted membrani 
tympani were seen, but a very inconsiderable num- 
ber seemed to have lessened hearing therefrom. 
The greatest number of rejections were because of 
defective vision. 

In conclusion the author is led to believe that 
with slight expense the recruiting depots could give 
the men the required surgical attention to place the 
eyes, nose, throat, and teeth in good condition and 
thereby save the expense of caring for a man who 
becomes incapacitated on the field of battle by 
reason of tonsillitis, measles, pneumonia, rheuma- 
tism, diphtheria, scarlet fever, sinusitis, mastoiditis, 
or other disease. He gives it as his opinion that 
many of these ills are directly traceable to some 
pathology about the head. J. S. CLARK. - 














UTERUS 


Myers, L. L.: Radium in the Treatment of Car- 
cinoma of the Uterus. J. Jowa St. M. Soc., 1918, 
viii, 246. 

The author reviews the results of various methods 
of treatment, these including the simple vaginal 
hysterectomy, the radical vaginal hysterectomy of 
Schuchart, and the radical abdominal hysterectomy 
of Wertheim. He also points out the necessity for 
early diagnosis, presenting figures showing the 
incompetency of the average physician in diagnosing 
the condition. He concludes that all of the surgical 
methods are unsatisfactory, and then discusses in 
full the action of radium on the carcinoma cell. 

These paragraphs serve as a very good review of 
the subject. The relative value of the B and 
y rays is taken up, and also the exact method 
of the action on the cell. Dosage and technique 
are discussed at length, and a report of several cases 
is given in detail. 

While the author’s experience does not extend 
over sufficient time to make definite statements as 
to the outcome of the cases which he treated, he 
presents figures from other clinics proving his claim 
as to the superiority of the radium treatment over 
other methods. W. A. Evans. 


Brady, L.: A Sarcoma of the Uterus Arising from 
the Endometrium. Bull. Johns Hopkins Hosp., 
1918, xxix, 164. 

The patient, aged fifty-three, had been married 
thirty-one years and had had three children, all 
living and well. The labors were spontaneous and 
not difficult and there was no later trouble. She had 
ceased menstruating several years before, but for 
the six months previous had been having some 
bloody discharge from the uterus. She also com- 
plained’ of a small lump in her left breast. The 
uterus was about twice the natural size, regular in 
outline and freely movable. No pelvic tenderness 
was made out. 

At operation the curettings showed sarcomatous 
tissue. A panhysterectomy was performed. The 
patient recovered nicely after an attack of malaria. 
The breast tumor proved to be a cyst. 

When the uterine cavity was opened, there was 
seen a heart-shaped growth attached to the upper 
part of the fundus near the left cornu. The growth 
measured 4 by 5 by 4 cm. and felt quite soft. In 
fresh section the cut surface was homogeneous; the 
color white, mottled with a little yellow. Several 
large venous sinuses stood out plainly. The uterine 
mucosa seemed normal everywhere except at the 
point where the tumor had arisen. The tubes, 
ovaries, and cervix were perfectly normal and care- 
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ful measurements showed them not to be enlarged. 
There were no adhesions around the uterus, tubes, or 
ovaries. Sections showed sarcoma with many 
pigmented places. Epwarp L, Cornett. 


Gellhorn, G.: Malignant Syphilis of the Uterus. 
Interst. M. J., 1918, xxv, 506. 


An unusual case of malignant syphilis of the uterus 
is reported in a young colored girl seventeen years 
old, in whom the syphilitic infection ran its entire 
course from the initial stage to a fatal ending in less 
than a year. The diagnosis was secured by finding 
spirochetes in the secretion and in the tissues of an 
extensive ulceration of the cervix. 

A point of unusual interest was the symbiosis of 
spirochetes and gonococci in the tissues of the ulcer. 
Within two months this ulceration had changed into 
a large cauliflower tumor which histologically 
presented a clear-cut picture of gumma. In this 
stage the Wassermann test was negative, due to the 
fact that the marked and rapidly progressing ca- 
chexia of the patient. prevented the formation of 
antibodies in the blood. 

Antisyphilitic treatment was of no avail, and the 
patient died of a perforative peritonitis from a re- 
troperitoneal abscess bet ween the uterus and sacrum. 
The author thinks that this abscess was in all pro- 
bability a gumma which had extended from the cer- 
vix through the parametria into the pelvic cellular 
tissue and had arroded large portions of the pelvic 
bones. Secondarily microbes invaded this gumma- 
tous infiltration from the necrotic surface of the 
cervical tumor and brought about an abscess which 
eventually broke into the abdominal cavity. 

After autopsy, numerous microscopical sections 
were made of the various infected structures, one of 
which showed a gumma in one of the ovaries. 

Gellhorn thinks that the rapidity and intensity 
of the syphilitic process in this case was due to a 
particularly virulent strain of spirochaete, aided and 
abetted by a racial lack of resistance. E. C. Roos. 


Strick, E. J.: A Case of Congenital Absence of the 
Uterus with Anomalous Vulvovaginal Anus. 
Am. J. M. Sc., 1918, clvi, 75. 


In May, tors, a Chinese girl, aged twenty years, 
entered the Wilhelmina Hospital, Amoy, China, with 
the complaint that her menstrual flow came from 
the urethra. 

Upon external examination it was found that the 
pubic hairs were scant, but this is usual among the 
Chinese. There was a complete absence of an anal 
opening at the usual site. The clitoris, labia, and 
urethra were normal. The vaginal opening «was 
rather small and there was no trace of a hymen. 














Upon internal examination no uterus could be felt, 
but a broad band could be felt in the pelvis stretching 
from side to side and sagging somewhat in the mid- 
dle. On the right side near the pelvic brim there was 
a small gland-like object, about 2 cm. in diameter, 
in this band. On examining the posterior part of the 
cavity, it was found to be very roomy. There was 
no septum dividing the vagina from the rectum. 
The examining finger came in direct contact with 
feces in the rectum. By introducing a sound into 
the bladder and two fingers into the rectovaginal 
cavity, no uterus could be felt. The bladder seemed 
to be without defect. By the aid of a speculum the 
findings were confirmed and no further trace of a 
uterus could be found. 

The patient’s breasts were normally developed 
and she had a normal feminine voice and appearance. 
She was kept under observation in the hospital for 
about two months to determine whether it was a 
case of vicarious menstruation, but during that time 
no signs of menses appeared. Epwarp L. Cornet. 


MISCELLANEOUS 


Taussig, F. J.: A New Operation for Urinary In- 
continence in Women by Transposing the 
Levator Ani Muscle. Am. J. Obst., N. Y., 1918, 
Ixxvii, 881. 


Taussig’s procedure is based upon the argument 
that the sphincter muscle has been destroyed by 
disease or the traumatisms of childbirth. It consists 
in transposing the anterior bundles of the levator ani 
muscle beneath the anterior vaginal wall and attach- 
ing the transposed portion under the urethral open- 
ing to the pubic ramus of the opposite side. 

A U-shaped incision is made surrounding the 
urethra and extending about 3 cm. above and below 
it. A semicircular incision is also made at the junc- 
tion of perineum and vagina extending somewhat 
higher on the right side. 

The vaginal mucosa below the urethra is dissected 
off to form a flap and the vaginal walls dissected for 
some distance to either side ta lay bare the peri- 
urethral tissue. Next the levator ani muscle is laid 
bare through the perineal incision. On the right side 
















GYNECOLOGY 425 


it is exposed along its entire length. Then grasping 
a bundle of this muscle 114 cm. in width, it is cut free 
from its rectal attachment and dissected loose from 
the main muscle bundle so that a muscular flap 
about 6 to 7 cm. in length is formed, still attached to 
its insertion in the white line. 

The vaginal wall between the urethral incision and 
the perineal incision on the right side is then tunneled 
loose and a curved forceps passed from the urethral 
incision through this tunnel to grasp the bundle of 
levator muscle fibers and pull it through the urethra. 

Three No. 1 thirty-day chromic catgut sutures 
attached the ends of the transposed muscle to the 
remnants of the trigonal fascia on the left side and 
the edge of the muscle is similarly attached by a 
suture to the right side. 

The vaginal flap below the urethra is sutured to 
the inner edge of the U-shaped incision forming a 
urethral canal 3 cm. long, and the outer edges of the 
incision sutured over it to close the wound area and 
cover the urethral canal. A small retention catheter 
is left in the urethra and fastened by a silk suture. 

The levator muscle on the left side which had been 
torn and somewhat reduced in size is now sutured 
to the remainder of the levator muscle on the right 
side and the perineal wound closed in layers in the 
usual manner with catgut sutures. 

This operation was subsequently improved upon 
in this manner: 

A large U-shaped incision extending 6 cm. above 
the urethra to the upper margin of the labia minora 
is made. The transposed muscle is exposed. Two 
purse-string sutures are passed around the urethra, 
picking up laterally the edges of the muscle and thus 
bringing the muscle up and around the urethra in a 
crescentic form. These sutures are tied over a metal 
catheter fairly snugly. 

A new urethra 6 cm. long is built up from the inner 
layers of the labia minora. The remainder of the 
labia minora is trimmed off and the wound and new 
urethral canal covered up by drawing together with 
sutures the tissues at the junction of labia minora 
and majora. Again a retention catheter is fastened 
in place through the new urethra. 

CAREY CULBERTSON. 
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PREGNANCY AND ITS COMPLICATIONS 


Lascano, M. G., and D’Atri, A. B.: A Rare Case of 
Abdominal Ectopic Pregnancy (Un caso raro 
de embarazo ectopico abdominal). Semana méd., 
Buenos Aires, 1918, xxv, 235. 


The case reported occurred in a woman forty 
years old. The pregnancy apparently began in 
August, 1913, and continued its course until May; 
1914, when a discharge of blood, etc., occurred, and 
foetal movements then ceased. The woman had 
no trouble for some months following, but the 
abdomen remained distended and she consulted a 
physician who punctured her right side, drawing off 
a thick, bloody fluid. Menstruation was resumed 
a month later and continued for three months, when 
she was suddenly seized with pain in the anal region, 
and spontaneously expelled a large quantity of the 
same thick, bloody fluid. The abdomen resumed its 
natural size and the woman’s general state improved 
and continued good for two years, although an ir- 
regular anal discharge continued. In July, 1917, 
after a particularly painful discharge had occurred, 
it was found to contain some particles of bone. Ten 
days later she passed a large foctal bone; a frontal 
bone followed some months later. She was then sent 
to the authors’ clinic. 

Rectal examination showed in the fundus a mass 
of about 10 cm. from which a purulent secretion 
issued. Rectal palpation of this mass discovered an 
opening in the right anterior wall about the size of 
a five-cent piece, with clearly defined edges about 
4 mm. thick. The examining finger felt a bony mass 
pressing against the orifice which could be identified 
as a tumor about the size of an orange. 

Intervention was made through the dilated 
rectum, theamount of dilatation obtained by the hand 
alone being quite sufficient for the extraction of the 
foetal bones. The cavity was curetted and treated 
with iodine. The whole operation lasted one hour. 
The woman made an excellent recovery. 

According to the authors, the facts indicate that 
this was a typical abdominal ectopic pregnancy 
progressing to full term, as shown by the develop- 
ment of the bones, and that the foetal mass sup- 
purated spontaneously into the rectum. 

Although the abdominal route is generally ad- 
vised in operating on such ectopic pregnancies, the 
authors preferred the rectal for several reasons, 
namely, the state of the patient, the fact that some 
bones had already been spontaneously expelled this 
way, that the thickened cyst wall was a protection 
during further extraction, and because the rectum 
could be fully dilated. Pozzi and Tarnier had 
followed this method in two somewhat similar cases. 

W. A. BRENNAN. 


Parke, W. E.: Cesarean Section in the Treatment 
eee Am. J. Obst., N. Y., 1918, Ixxvii, 
948. 

Parke reports 21 cases of eclampsia in which the 
patients were delivered by abdominal section. In 
every case the operation was performed in addition 
to, or preliminary to, eliminative treatment. Two 
of these mothers and four of the babies were lost. 
These case reports are submitted in detail. As a 
result of this experience the author presents the 
following conclusions: 

1. Since pregnancy is responsible for the eclamp- 
sia, its termination by one method or another is 
indicated as soon as a convulsion has occurred. 

2. The interest of both mother and child is 
served by the same procedure, namely, early 
operation. 

3. Each case should be considered on its own 
merits and that method of delivery adopted which 
best suits the case. 

4. Delivery by the abdominal route is indicated 
in primipare where labor has not set in, or is not 
well advanced, where the child is living and viable, 
and the nearer the child is to term, the stronger the 
indication. Multipare at or near term, but not in 
labor, and with rigid and high-placed cervices, may 
well be included in this group. P 

5. The contra-indications for the cesarean 
operation are repeated vaginal examinations, 
examinations continued over a long period, more 
particularly where the bag of waters has been 
broken, where unsuccessful attempts at delivery 
have been made, and where there is any infective 
process in the birth canal. 

6. Operations through the abdomen are attended 
with more risk than operations through the birth 
canal if done under unfavorable conditions, hence a 
suitable environment and a capable operator and 
assistants are necessary for this method of delivery. 

CAREY CULBERTSON. 


Trout, H. H.: Caesarean Section; Local Anesthesia. 
Surg., Gynec. & Obst., 1918, xxvii, 95. 

It is interesting that while an increasing number 
of abdominal operations are being done with the 
use of local anesthesia, caesarean sections, except in 
few instances, are not being done by this method. 

There is very little pain to the operation, only 
when the uterus is lifted out of the peritoneal cavity; 
there is no pain on incision of the uterus. 

The eighteen cases prove Lennander’s contention 
relative to the sensibility of the various viscera 
and parietal peritoneum. 

Often where cesarean section is indicated, a 
general anesthesia is contra-indicated, chiefly in 
eclampsia, when local anesthesia is almost ideal. 
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The author introduces sutures into the uterus 
before incision is made into the same, and then 
after the incision these sutures are tied across the 
incision so as to give double locking mattress sutures, 
which not only approximate the surfaces, but con- 
trol the hemorrhage at the same time. 

The three maternal deaths in eighteen cases were 
all with eclampsia, and in all three, delivery had 
been attempted with forceps before the operation. 

The author feels where the condition of the 
mother makes the giving of a general anesthetic 
unsafe, the employment of novocaine is indicated, 
and its use does not present the difficulties one 
would naturally expect. 


Novak, E.: Rupture of the Uterus Through the 
Ceesarean Section Scar. J. Am. M. Ass., 1918, 
Ixxi, 105. 

The author reports the case of a white woman, 
aged nineteen, who had had a cesarean section 
performed May 5, 1916, the indication having been 
intrapartum eclampsia. At about the expected 
date of confinement, July 15, 1917, the patient 
went into labor. Her own statement as to this con- 
finement is that there were only two or three typical 
labor pains, these being followed by severe and 
constant pain over the entire abdomen, associated 
with some rigidity of the abdominal walls. This 
diffuse pain persisted for three days, being accom- 
panied by a fever ranging from 99 to 1or.5° F., and 
by a slightly accelerated pulse, never higher than 
100. 

After the subsidence of the pain on about the 
fourth day, the patient was able to get around fairly 
comfortably, but she remained in the hospital await- 
ing the reinauguration of labor. No foetal heart 
sound was to be heard after this spurious labor, nor 
did the patient perceive any foetal movements. On 
August 29 the abdomen was enlarged to the size 
of a full term pregnancy, the walls being quite rigid 
so that the foetal parts could not be mapped out. 
No foetal heart sounds were heard. On vaginal 
examination no presenting part could be felt, the 
cervix being closed and fairly firm, not resembling 
in feel the cervix of pregnancy. In view of the 
rather clearcut history and of the foregoing findings, 
only one diagnosis seemed possible, that of rupture 
of the uterus with extrusion of the foetus into the 
abdominal cavity. 

At operation, just above the umbilicus a thick, 
spongy tissue was encountered, which on extension 
of the incision, was found to be the placenta. A-few 
centimeters above the placental area, the amniotic 
sac was entered. About two quarts of clear amniotic 
fluid escaped. A large, partly macerated foetus was 
found lying in the abdominal cavity in an oblique 
position, the head being above and to the right 
under the dome of the diaphragm and the extrem- 
ities extending downward and to the left. The 
amniotic sac was intact except where it had been 
incised on the opening of the abdomen. The uterus 
had undergone involution after rupture, being 
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about the size that one would expect six weeks post- 
partum. The anterior wall of the uterus had been 
split asunder through the line of the old incision, 
the rift extending from the fundus to about the 
level of the internal os. The right ovary was thor- 
oughly disorganized through cystic degeneration, 
being about the size of a pullet’s egg. 

A subtotal hysterectomy was performed, the left 
ovary, which was normal, being conserved. On 
removal of the uterus, together with the attached 
placenta, umbilical cord and foetus, an enormous 
cavity was left. The walls of this were formed in a 
general way by the parietes anteriorly and by the 
adherent coils of intestine above and behind. It 
was a beautiful illustration of foreign body en- 
capsulation. The inside of the cavity was lined 
by tightly adherent amniotic membrane, which 
was removed where this was possible. The large 
cavity left on the removal of the foetus was then 
marsupialized, several large cigarette drains being 
introduced in various portions and then brought out 
through the abdominal incision. The latter was 
closed in tiers in the usual manner, being reinforced 
by a number of interrupted silkworm-gut sutures. 
Recovery from the operation was uneventful, the 
patient being discharged from the hospital three 
weeks after the operation. | Epwarp L. Cornett. 


Morinelli, V.: Obstetrical and Gynecological Se- 
quelz of Cesarean Section (Porvenir obstétrico 
y gynecolégico de la mujer cesareada). Semana 
méd., Buenos Aires, 1918, xxv, 612. 


The author gives short clinical histories of 140 
cases of casarean section in the maternity hospitals 
of Buenos Aires, and concludes that the prognosis 
of classical cesarean section in uncomplicated 
aseptic cases is about equal to that of laparotomy in 
non-inflammatory cases. In Buenos Aires the 
mortality is 5.5 per cent. 

In suspicious cases in which the technique 
varies and the operation is deferred, the prognosis 
varies for different operators, and the mortality 
rises to 13 per cent. In such deferred operations 
it is to be particularly noted that uterine parietal 
adhesions are very frequent and inevitable, and may 
incapacitate the patient for her previous occupation. 
Besides, there is greater danger in future pregnan-. 
cies on account of the scar. 

Cesarean section ought not to be employed in 
infected cases. Only the extraperitoneal operation 
of Latzko-Deederlein is permissible when the life 
of the child is not compromised, or Sellheim’s 
uterine marsupialization or the Porro operation. 

When the pelvic and foetal disproportion is not 
very great and the vaginal canal does not offer 
serious obstacles to the passage of the foetus, 
symphyseotomy ought to be preferred to cesarean 
section for the reason that when conditions make a 
symphyseotomy practicable, the moment of choice 
for the classical cesarean has passed. 

The technique of symphyseotomy is extremely 
simple; anesthesia is obtained in a few minutes; 
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there is no necessity for an assistant; the operation 
can be done in the patient’s home; and the mortality 
and morbidity are less than that of the delayed 
cesarean. 

Judging from his statistics, the author thinks that 
suture in three planes for the uterine wall gives the 
best results. 

It is logical to perform a hysterectomy in the 
second cesarean unless the patient makes a request 
to the contrary, but the author thinks hysterec- 
tomy should always be done in every delayed 
cesarean or if the patient is syphilitic, tubercular, 
or shows nephritic or cardiac derangement. 

The author gives short particulars of the 140 
cases reported. W. A. BRENNAN. 


Chiaje, S. D.: The Technique of the Czsarean 
Operation (Osservazione sulla technica del parto 
cesareo). Riforma med., Napoli, 1918, xxxiv, 302. 

Chiaje’s experience is based on 16 caesarean sec- 
tions done in his clinic. He prefers to intervene 
primarily before the onset of labor, as this time 
seems more rational and the statistical results are 
better. In 13 cases so treated, there was no death 
either of mother or child. He does not think that a 
few days’ shortening of intra-uterine life seriously 
affects the foetus. In 12 cases in which the mem- 
branes were ruptured at the beginning of the ninth 
month, in only 3 did the foetus weigh less than 
2,900 gr., and in 6 it exceeded 3,000 gr. 

He thinks disinfection of the patient ought to be 
confined to the abdomen as in any laparotomy. The 
horizontal position rather than the Trendelenburg 
is preferred as the danger of an embolism is avoided. 
The uterus is exteriorized before incision, an in- 
jection of ergotin or pituitary extract being first 
made in the wall to secure its muscular tonicity. 

The author discusses the Fritsch, Sanger, and 
Caruso incisions. He thinks that the Fritsch in- 
cision exposes to the danger of utero-intestinal, 
adhesions. A combination of the high incision of 
Sanger and the sagittal incision of Caruso is best, 
in his opinion, and he used this in 14 of his cases. 
Some of these, which were repeated caesareans, did 
‘not show any weakening of the old scar. The 
incision was made on the median line corresponding 
to the so-called linea alba of the uterus, commencing 
the section from the anterior wall and progressing 
toward the fundus so that two-thirds of the incision 
involved the anterior face and one-third the tissue 
of the fundus. 

In the author’s cases the placenta was met 
between the margin of the section 4 times, i.e., 27 
per cent. When the placenta is met beneath the 
section the author follows Tornier’s plan. This 
consists in sectioning the uterine wall, introducing 
the extremity of the index finger between the muscle 
and the maternal surface of the placenta, and while 
the placenta is herniated through the orifice, the 
membrane is easily reached and ruptured. This 
maneuver was practiced in his 4 cases without en- 
dangering the life of the foetus. W. A. BRENNAN. 
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Danforth, W. C.: Results of Blood-Pressure Ob- 
servations in 447 Cases of Pregnancy. Am. J. 
Obst., N. Y., 1918, Ixxvii, 927. 

The author makes no attempt to add anything 
new to the observations already recorded relative 
to blood-pressure in pregnancy, desiring merely to 
contribute another series to the literature of the 
subject. 

In 332 of these cases blood-pressure readings were 
made upon entrance of the patient into the hsopital 
and immediately after labor. In 115 cases a total 
of 608 observations were made, the number in 
individual cases varying from one to seventeen. 
The ages of these women varied from twenty-two 
to forty-three. Danforth combined the _blood- 
pressure and urine examinations monthly until the 
last month, after which they were made weekly. 

His conclusions are set down as follows: 

1. The average blood-pressure of the pregnant 
woman is less than that of the non-pregnant. 

2. Labor causes in many cases a rise of arterial 
tension. 

3. Toxemia of pregnancy is accompanied by a 
rise of blood-pressure except in very rare instances 
and this rise usually precedes other symptoms. 

CAREY CULBERTSON. 


LABOR AND ITS COMPLICATIONS 


Chneerson, M.: Extract of the Posterior Lobe of 
the Hypophysis in Obstetrics (De |’extrait de 
lobe postérieur de l’hypophyse en obstétrique). 
Arch. mens. d’obst. et de gynéc., Par., 1918, vii, 22. 


The author has used extract of the posterior lobe 
of the hypophysis in 178 obstetrical cases either to 
hasten dilatation or in the course of expulsion. Her 
experience with the extract has led her to adopt it in 
all cases in which labor is either arrested or pro- 
tracted. Its contra-indications are: 

1. Uterine. Uterine cicatrices and rigidity of 
the cervix. 

2. Pelvic. Situation of the head above the supe- 
rior strait, and more especially any exaggerated dis- 
proportion between the size of the head and the pel- 
vic outlet. 

3. Maternal. Cardiopathy hypertension, arterio- 
sclerosis, etc. 

4. Foetal. Surgical means are to be preferred if 
signs of foetal suffering are manifest during labor. 

The chief action of the extract of the posterior lobe 
is to provoke contraction of the smooth muscle 
fibers, especially that of the gravid uterus and 
bladder. The typical obstetrical dosage is 0.20 gr. 
of dry substance. It can be injected subcutaneously 
or (after dilution) intravenously, and may be re- 
peated. It has no toxic action either for mother or 
child. The indications for its use are failure of the 
uterine contractions. 

In simple uterine inertia the author obtained suc- 
cess in two-thirds of the cases. In slow labors with 
ruptured membranes even better results were ob- 
tained (in 88 per cent). In vicious presentations the 











extract is a most valuable agent, as it has given 100 
per cent good results in face and breech cases. 

The extract seems to be less effective in cases of 
twin pregnancy and dystocia due to contracted pel- 
vis unless this latter is slight. 

In hemorrhage during the course of labor the 
extract has been successful in four-fifths of the cases. 
The best indication is a lateral insertion of the 
placenta with artificially ruptured membranes. 

Hypophyseal extract gives the most remarkable 
results during the expulsive period (96 per cent 
successes). It does not provoke labor and it is only 
partially useful in hastening delivery. Although not 
suitable for provoking abortion, yet it is useful in 
the evolution of an abortion. In placental retention 
it is almost useless. 

In postpartum urine retention the action of the 
extract is sure and rapid (88 per cent success). 

W. A. BRENNAN. 


PUERPERIUM AND ITS COMPLICATIONS 


Mazzini, E.: Blood Culture in Puerperal Fever 
(La hemocultura en el puerperio febril). Rev. 
méd. d. Rosario, 1918, viii, 171. 

The author reviews and discusses the work of 
previous investigators of blood culture during the 
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course of puerperal fever. In 15 cases investigated 
by him there were positive results in 6 and negative 
in 9 cases. In 2 cases the hemolytic streptococcus 
was found; in 2 the staphyloccus, associated with 
the bacillus coli in 1 case; the bacillus of Eberth was 
found in one, and associated with the staphyloccus in 
another. There were 3 deaths. 

The author finds that the clinical examination 
of a puerperal patient is alone insufficient to formu- 
late a diagnosis and prognosis. Blood culturejin 
febrile puerperal cases is important and practically 
necessary for diagnosis and prognosis. It ought to 
be systematically carried out in all such cases. It 
should always be accompanied by bacteriological 
examination of the lochia. Clinical examination 
is also important in confirming the prognosis 
formulated from blood culture in infected puer- 
peral cases. 

The development of numerous colonies of virulent 
pathogenic organisms and their increase in suc- 
cessive cultures ‘indicates a fatal prognosis. The 
author thinks that the hemolytic streptococcus 
appears to be the most fatal agent associated with 
puerperal infection. 

Blood culture alone does not provide sufficient 
evidence for a definite prognosis. 

W. A. BRENNAN. 




























KIDNEY AND URETER 


MacKenzie, D. W.: Vesical Symptoms in Renal 
Disease; a Preliminary Report from the De- 
partment of Urology, Royal Victoria Hospital, 
Montreal. Canad. M. Ass. J., 1918, viii, 611. 


It is well recognized that frequent, painful urina- 
tion, hematuria and pyuria are among the symp- 
toms of renal disease; but that one or more of them 
may be the only subjective signs does not seem to 
have received sufficient recognition by the profession 
in general. 

The reason the author again brings up this subject 
is due to the fact that many of his patients had had 
prolonged courses of irrigations for so-called cystitis 
and some of them were operated upon one or more 
times by suprapubic cystotomies for supposed surgi- 
cal conditions of the bladder, when in reality the 
patients were suffering from some infection of the 
higher urinary tract. The renal conditions which 
are most frequently the cause of vesical symptoms 
are: tuberculosis, pyonephrosis, pyelitis, and renal 
and ureteral calculi. These various conditions are 
discussed in detail. 

In discussing his cases of renal tuberculosis the 
author lays much stress upon the fact that all of his 
cases had bladder symptoms and some of them gave 
a history of bladder irritation for four years. All of 
his cases of pyonephrosis complained of frequent 
urination with pyuria and several were treated for 
cystitis or prostatitis. 

MacKenzie believes that every case of pyelitis is 
accompanied by more or less cystitis, although not 
every case of cystitis is accompanied by pyelitis; 
and he feels that the majority of cases of cystitis will 
be found to be the result of renal infection. This he 
thinks is especially true of the wall, where, with the 
exception of those infections localized to the base of 
the bladder extending from a urethritis, or resulting 
from local irritation, urinary obstruction or trophic 
disturbance, a pyelitis may be demonstrated in 
every case. 

Most, if not all, patients with renal calculus give 
a history of frequent urination with more or less 
pyuria, and many of them are treated as cases of 
cystitis. 

Ureteral calculus located in the lower ureter gen- 
erally gives symptoms of bladder irritation, and the 
pain from any ureteral calculus may be referred to 
the bladder, scrotum, or thigh. When the stone is 
lodged in the vesical portion of the ureter, the pain 
is often referred to the neighborhood of the bladder 
neck, and the vesical irritation may be present. 

No so-called cystitis should be regarded as such 
without a careful exclusion of possible renal infec- 
tion. 
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An analysis of 136 cases from the Department of 
Urology of the Royal Victoria Hospital is given, of 
which 109 complained of bladder symptoms. The 
following renal conditions were found: renal tuber- 
culosis, 13; pyonephrosis, unilateral, 5, bilateral, 2; 
bilateral pyelitis, 6; hydronephrosis, 2; renal cal- 
culus, 4; ureteral calculus, 9; ureteritis from calcu- 
double ureter, 2. The paper con- 
cludes with the routine methods of examination as 
employed in the Royal Victoria Hospital. 

H. L. KRETSCHMER. 


Eisen, P.: Roentgen Examination of Kidney 
Tumors. Illinois M. J., 1918, xxxiv, 14. 


In examining patients who have a tumor or en- 
largement of the kidney the roentgenologist has at 
his disposal three different ways of applying the 
X-rays to aid in the diagnosis: 

1. Direct examination of the tumor by means of 
roentgenograms which may show the tumor outline 
and foreign substances contained therein. 

2. Visualization of the renal pelvis by means of 
injecting into the same substances giving opaque 
shadows and noting the changes in the configura- 
tion of the pelvis of the kidney due to the tumor. 

3. Introducing shadow-producing substances into 
the gastro-intestinal canal, to bring out the dis- 
placement of these organs by the tumor. 

The third method should be controlled by 
fluoroscopic examination; in the other two the latter 
has proven unreliable. The roentgenogram should 
in all three instances be made stereoscopic. To 
complete the roentgen examination, the renal pelvis 
of the removed tumor should also be injected and 
the stereograms studied. One should never fail to 
produce a roentgenogram of a tumor before injecting 
any foreign substance either into the pelvis of the 
kidney or into the intestinal tract, because the 


' shadow produced by these substances may overlap 


other less distinct shadows due to disease of the 
kidney. In doing so one may detect stones in 
pyonephrotic sacs, calcareous deposits in tuber- 
culous areas of the kidney substance, and cal- 
careous glands. 

The second method, that of injecting the pelvis 
of the kidney with a visible solution in suspension, 
is carried out after placing a catheter, visible in a 
roentgenogram, in the ureter of the affected kidney. 
Pyonephrosis with stones and fistula were demon- 
— by injecting bismuth paste through the 
atter. 

The third and not less valuable method of exam- 
ining kidney tumors is by visualizing the gastro- 
intestinal tract either by a meal or enema and noting, 
first, its relationship to the tumor as far as displace- 
ment, fixation, and extension of the growth are 

















concerned, and also ruling out any gross patholo- 
gical changes in the intestinal canal itself. 

By combining the first with one or both of the 
other methods, valuable diagnostic contributions 
are obtained and additional information received 
as to the best methods of procedure at operation. 

In the original article the author demonstrates 
a number of roentgenograms. THEO. Drozpowi!tz. 


Caulk, J. R., and Greditzer, H. C.: Occluded Renal 
Tuberculosis; Autonephrectomy. Med. & Surg., 
1918, ii, 453. 

In 1915 the authors reported five cases of 
occluded renal tuberculosis. Since then three more 
cases have been observed, also four cases of auto- 
nephrectomy due to stone, and two cases occurring 
in combination with cancer of the bladder. 

The process of autonephrectomy is a result of 
changes in the kidney pelvis or ureter, especially 
the latter, so that no urine reaches the bladder from 
the affected side. The more frequent types of kidney 
pathology are a small contracted kidney with 
inspissated cavities and considerable fibrosis or a 
pyonephrotic bag. If obliteration of the ureter 
occurs high up, the lumen remains patent to this 
point, but if low down, the lumen is impervious and 
the ureter may be dilated or later become narrow 
and cord-like. 

Occlusion may also take place in an integral 
part of the kidney, half of the organ undergoing 
autonephrectomy, and the remainder of the kidney 
secreting urine containing no microscopical evidence 
of disease. Whether the affected kidney will be 
large and distended or small and atrophic depends 
upon the number and location of strictures and the 
time when occlusion becomes permanent. One group 
may exhibit tumor of the kidney region, while 
another group may show no tumor and yet harbor 
extensive renal disease. The kidney may be of the 
small atrophic putty type, occasionally an abscess 
may form and rupture, involving the perinephritic 
tissue and burrow down along the psoas muscle 
into the groin, similating psoas abscess as in Pott’s 
disease. This condition presents great difficulties of 
diagnosis. 

Smirnow has grouped these cases into three 
classes: (1) The bladder is tuberculous on the side 
of the affected kidney and a tumor of an immense 
size is found. The catheter will not pass through 


the ureters. (2) The bladder is normal; one ureter - 


is impassable to the catheter and on this side a tumor 
is found in the kidney region. (3) The bladder is 
the site of advanced tuberculosis; cystoscopy is 
impossible on account of the ulcerated and contract- 
ed condition of the bladder mucous membrane. 
An enlarged kidney may be palpated and here error 
frequently arises, as this may be the healthy hyper- 
trophied kidney while the affected one is small and 
atrophic. Several varieties not included in any of 
these classes have been observed. The bladder 
shows evidence of tuberculosis, or is clean with 
both ureters patent. Subdivisions of this group 
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are: (a) uninfected urine secreted from the affected 
side; (b) no urine secreted from the affected side. 

Occluded renal tuberculosis presents no charac- 
teristic symptoms. The symptoms present are 
generally those of bladder affection, such as fre- 
quency, tenesmus, urgency, hematuria, and pain 
coupled with pain or tumor in the kidney region; 
the latter is by no means always present. Cystos- 
copically the bladder may show evidences of tuber- 
culosis, but often appears normal except that in 
the region of the affected side the ureteral orifice 
is replaced by a scar. . 

Renal function tests often give the only clue 
to diagnosis. The phthalein test is always above 
normal, often doubled on the unaffected side. 
Chromocystoscopy is also of value in that it will 
show high colored dye from the normal ureter and 
nothing from the affected one. The authors sum- 
marize the eight cases of autonephrectomy due to 
tuberculosis as follows: 4 females and 4 males, ages 
ranging from thirty-two to fifty years; the right 
side was involved 5 times, the left 3. The kidney 
was palpable in one case. All were diagnosed dur- 
ing life except one which was complicated by ex- 
tensive carcinoma of the bladder, making cysto- 
scopic examination impossible. 

The urine was clear in all but two cases. The 
bladder showed evidence of tuberculosis in 4 cases, 
chronic cystitis in 3 cases, and carcinoma in one. 
The ureters were patent in 3 cases, and obstructed 
in 5 cases, 4 at the bladder; in one there was no 
evidence of ureteral orifices at all; in the other, the 
upper ureter was just below the renal pelvis. 

The authors are of the opinion that although 
the literature reports comparatively few incidences 
of tuberculous renal occlusion, it is much more 
frequent than is supposed. If the various diagnostic 
methods are utilized, such as ureteral catheteri- 
zation, comparative functional tests, pyelography 
and chromocystoscopy, and careful study of the 
patient’s previous history is made, such a compli- 
cation of renal tuberculosis will be found much 
more frequently and will explain many of the so- 
called healed tuberculous kidneys. H. G. Hamer. 


Pazos Varela, R.: Complete Postoperative Anuria 
After Nephrectomy in a Case of Solitary Kidney 
(Anuria completa post operatoria por nefrectomia 
en um rifién finico). An. de Fac. de med., Lima, 
1918, i, 125. 

This interesting case occurred in a girl of sixteen 
years in whom palpation discovered an enormous 
fluid tumor in the right lumbar region. There 
was frequent miction and considerable polyuria. 
Tuberculin reaction was positive. There was also 
some hematuria. The diagnosis was tuberculous 
pyelonephritis. Catheterization of the right ureter 
was easy; but it was impossible to discover the 
left ureteral orifice. A permanent sound was there- 
fore left for 10 hours as it was thought the urine 
could be separately collected in this way. From 
the results of the examination of the supposed 
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separate urines thus obtained, intervention on the 
right kidney was decided on. The right kidney was 
found to be of immense size; its urine was purulent 
and slightly bloody; it appeared completely de- 
stroyed and a calculus blocked the ureteral opening. 
Nephrectomy was done. 

The immediate results were good. There, was 
anuria but this was not considered as unusual 
until it had persisted for forty-eight hours and the 
patient showed disquieting symptoms. As cysto- 
scopic examination could not discover a left ureteral 
orifice, the author decided to make a lumbar ex- 
ploration of the left kidney, but failed to find one. 
The case was one of a single kidney. ‘The patient 
passed four days in apparently very good condition. 
The pulse remained firm; temperature 36.5° to 
36.8°. There was moderate perspiration. On the 
sixth day the quantity of urea in the blood was 
fifty centigrams to the liter. Up to the twelfth day 
there were no signs to intimate the gravity of the 
condition. Then suddenly vomiting appeared, the 
pulse jumped, the facies became anxious, there 
were slight convulsions, and a coma lasting about 
six hours followed by death. 

The case is interesting not alone from the point 
of view of the solitary kidney which was not diag- 
nosed, but also because hydronephrosis in a single 
kidney is rare; moreover, hematuria in a hydrone- 
phrotic kidney appears unusual. Albarran in his 
treatise only mentions 12 cases found in literature. 
The long duration of the anuria, twelve days in 
this case, is also very interesting. W. A. BRENNAN. 


Vaughan, W. T.: Adaptations of Renal Function 
Tests for General Use. J. Lab. & Clin. Med., 1918, 
ili, 531. 

There is an abundance of information on which 
to rely for interpretation of results and in modern 
hospitals kidney tests are performed on all cases 
where function is in question. In some hospitals the 
phthalein test is routine on all patients. 

Modifications as simplified render the newer 
methods adaptable to an office practice. It is 
important to recognize other conditions which form 
a direct etiology for kidney damage. 

An outline for a complete examination of renal 
efficiency applicable to private practice embraces: 

1. A complete routine physical examination, in- 


cluding (a) cardiac borders and sounds; (b) arterial _ 


tension; (c) throat, tonsils, thyroid; (d) anemias. 

2. Blood-pressure, including (a) systolic for 
heart power; (b) diastolic for peripheral resistance. 
Diastolic above 100 mm. is pathologic. Systolic 
above 160 in a young adult is abnormal; it disqual- 
ifies for active U. S. Army service. 

3. Ophthalmoscopy, a knowledge of the vascular 
as well as the nervous system. 

4. Single fresh urine specimen. 

5. Mosenthal’s test; this shows the earliest and 
‘slightest degree of damage in chronic nephritis. 
Casts are a direct indication for the performance of 
‘the test. 
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6. Phenolsulphonephthalein test. The author 
describes a brief technique and states that for two 
hours normally 60 per cent should be present in the 
urine. An output of 4o per cent or less indicates a 
moderately advanced nephritis. Severity varies 
directly as the percentage of output. A 10 per cent 
output presages a prognosis of months or less. Cases 
have been known to live six months with no dye 
excretion. In chronic passive renal congestion due 
to cardiac decompensation the excretion is much 
delayed. Hyperpermeability evidenced by an 
excretion of 80 per cent indicates a hyperirritable 
condition of acute nephritis and earlier stages of 
chronic, following the acute form. As chronic 


‘nephritis progresses, the curve rises and then falls, 


hence the erroneous conclusions possible from a 
single test and the advisability of the two-hour 
renal test. An excretion of 80 per cent will occur 
occasionally in normal individuals. In some cases 
the excretion is low and will be found to improve 
with the improvement in the disease itself. 

7. Ambard test. McLean’s index of urea ex- 
cretion and blood urea nitrogen content. The 
amounts of urea nitrogen in the circulating blood 
and in the urine being determined, the rapidity and 
effectiveness of excretion expressed in terms of a 
coefficient corresponds quite accurately in nearly all 
cases. The urea excretion test should be made by 
a trained laboratory man when there is impending 
uremia, 

8. Therapeutic test. The patient is put on 
Karrell’s diet, 80 ccm. of milk in four portions at 
four-hour intervals. Five grain doses of theocin 
are given three times a day. This causes a profuse 
diuresis in cardiac decompensation, mediastinal 
tumor or cirrhosis of the liver, but in acute nephritis 
the excretion may even decrease. The classification 
by the laboratory methods is functional rather than 
anatomical. Since pathologists are still disputing 
the character of renal lesions at autopsy, it is well 
for the internist not to describe the kidney lesions 
from examination of the living subject. 

H. W. PLAGGEMEYER. 


Pirondini, E.: Examination of the Renal Function 
in Boyhood and _ Adolescence (Contributo 
all’esame della funzione renale nella puerizia e 
adolescenza). Policlin., Roma, 1918, xxv, sez. chir., 
230. 

Pirondini draws some conclusions from observa- 
tions of experimental azoturia in young boys and 
youths, both normal and with lesions of the kidneys. 
He finds that from the sixth to the tenth year there 
is a higher elimination of urea per kilogram of 
weight than in the adult; and that this high elimi- 
nation compensates for the low body weight. From 
the tenth year on, the elimination per kilogram 
tends to diminish according as the body weight and 
the renal mass increase. Low body weight there- 
fore has little influence on the results found in ex- 
perimental azoturia. These findings agree with the 
data already obtained by Bauel, Garrot, Monfet 
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and Uhle. Another conclusion, a corollary of the 
above, is that the diagnostic and prognostic deduc- 
tions drawn from experimental azoturia in indivi- 
duals ranging from eight to fifteen years will not 
differ very greatly from those in adults. 

W. A. BRENNAN. 


Frissell, L. F., and Vogel, K. M.: The Value of 
Tests of Kidney Function. Arch. Int. Med., 
1918, xxii, 55. 

The four general principles involved in kidney 
function tests are stated as follows: 

1. The determination of the rate of excretion in 
the urine of a known amount of a chemical sub- 
stance, injected or ingested. 

2. The determination of the degree of retention 
in the blood of various normal metabolic products. 

3. The comparison in a patient on a known test 
diet of the ingestion and excretion of nitrogen, 
sodium chloride, water, etc. 

4. The determination of the ratio between the 
concentration of various metabolic products, ordi- 
narily urea, in the blood, and their excretion in the 
urine, the result being expressed as a ratio of excre- 
tion or coefficient. 

A brief discussion of these four principles then 
follows. 

During the past three years, numerous observa- 
tions covering the various forms of renal functional 
tests have been made in the chemical laboratory of 
St. Luke’s Hospital. The records show 124 cases of 
nephritis, including over 1,500 separate tests, in 
most instances covering the complete series of 
analyses; that is, determination of McLean’s index, 
phenolsulphonephthalein excretion, urea nitrogen, 
and non-protein nitrogen. After rejecting those 
cases in which the disturbance was purely cardiac, 
with conjested kidneys, and also such conditions as 
pernicious anemia, pneumonia complicating nephri- 
tis, etc., there was left a series of 112 patients with 
pure nephritis upon whom over 1,400 observations 
were made. 

An attempt was made to follow up the patients 
and find out the present condition of all who left 
the hospital alive. Of the 112 persons with nephri- 
tis showing findings of abnormal kidney function, 
sixty-nine, or 61.6 per cent, died in the hospital or 
after leaving the institution. Twenty-four, or 21.4 
per cent, were still living in varying conditions of 
health; while nineteen, or 16.9 per cent could not 
betraced. In general, the results given by all these 
tests are strikingly consistent, and the high percent- 
age of fatal cases, 61 per cent in a series of 112, is 
in accord with the indications furnished by the 
functional tests. 

An effort was made to record graphically the 
course of renal function from the first observation 
to the time of death in the series of 69 fatal cases. 
These curves show a striking consistency. Where 
the observations are sufficient in number the renal 
function test may be of real value from the point of 
view of prognosis. 





Another chart shows the graphic curves in 43 
living cases, based upon 450 determinations. Three 
other charts illustrate the variations in functional 
values in interesting individual cases. The original 
paper must be consulted in order to form an estimate 
of the method and its value and limitations. Ex- 
tensive tables accompany the paper, giving the 
detailed results of the examination in each case. 

The following conclusions are appended: 

1. The kidney functional tests have a real prog- 
nostic value, particularly if the results are con- 
stantly abnormal on repeated examination. 

2. The higher values for the blood retention 
products are found mainly in the terminal stage. 

3. By plotting the curve of a very long series of 
cases it should be possible to arrive at an average 
expectation of life as indicated by any individual 
examination. 

4. The value of diet and drugs may in the future 
be shown more clearly by these methods than by 
any other now available. H. A. Fow er. 


Bell, W. B.: A Method of Dealing with the Divided 
Ureters When Implantation into the Bladder 
Is Impossible, or When That Viscus Is Absent. 
Lancet, Lond., 1918, cxciv, 838. 


This paper takes into account the serious problem 
of what to do with the ureters which cannot be im- 
planted into the bladder either because they have 
been divided too far away or because there is no 
bladder in which to implant them. The author 
states that implantation of the ureters into the 
intestinal canal which is swarming with bacteria 
is the very essence of unscientific surgery. The 
following operation is devised that the operability 
of carcinoma of the cervix might be extended. 

The technique of the operation involves a two- and 
possibly three-stage operation. At the first opera- 
tion a median suprapubic incision is made; the 
anterior branches of the internal iliacs are tied, 
and an eighteen-inch loop of the ileum with its 
mesentery is isolated and anastomosis made to 
carry on the function of the intestinal tract. The 
apex of the isolated loop of bowel is superficially 
attached to the fundus of the bladder, and the 
two ends of the loop are brought out through stab 
wounds on either side of the abdomen and fixed in 
position. The central incision is closed. There will 
be some drainage, especially from the distal end of 
the bowel, and precaution should be taken against 
contamination. Postoperatively the loop of bowel 
is washed twice daily with 1:30 solution of Milton’s 
fluid. Within ten days the isolated loop is practically 
sterile, and when the cultures are negative the next 
step is undertaken. 

At the second operation a self-retaining catheter 
is placed in the bladder to be left for seven days. 
The abdomen is reopened and the loop of bowel is 
detached from the bladder. The ureters are divided 
at the pelvic brim and implanted into the isolated 
loop of bowel by the Stiles method. The whole dis- 
eased pelvis is then cleared with a large portion of the 
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base of the bladder, every vestige of the malignant 
condition being removed widely. Because the 
blood supply is cut off, this can be rapidly done. 
The remaining portion of the bladder is closed with 
two layers of catgut, and the apex of the loop of 
bowel is anastomosed with the highest portion of 
the remaining bladder. The ends of the bowel may 
be closed at this time or left open for lavage, in 
which event a third operation will need to be per- 
formed for closure. 

This method may be modified to meet the exi- 
gencies of any case. In ectopia vesice an opening 
in the rectus muscle after the manner of a gastros- 
tomy might be more satisfactory. The main point 
established is that a loop of bowel isolated in the 
living subject can be quickly rendered sterile and 
kept so. P. W. SWEET. 


BLADDER, URETHRA, AND PENIS 


Barringer, B. S.: Surgery Versus Radium in the 
Treatment of Carcinoma of the Bladder. 
Internat. J. Surg., 1918, xxxi, 238. 


Carcinoma of the bladder broadly speaking pre- 
sents two types: the papillary type growing into 
the bladder, and the flat, indurative type extending 
through the bladder wall and thence outward. The 
flat indurative type is much more malignant. 
Combinations of the two types are often seen. 

Radium has a distinct advantage over surgery in 
the treatment of bladder carcinoma. The physical 
peculiarities not only do not obstruct the treatment, 
but rather help it. Under radium treatment the 
bladder does not have to be opened, but the radium 
can be placed with more or less accuracy upon the 
tumor and left there. Moreover, the urine which 
fills up the bladder acts as a screen to normal parts 
of the organ. 

The author has treated 43 cases of .carcinoma of 
the bladder since October, to15. The diagnosis 
in a majority of the cases has been confirmed by 
microscopical examinations. Five of the 43 cases, 
all of which were advanced, are well as proved by 
cystoscopic examination. 

It is mainly on the record of 5 cases cured for 
varying lengths of time, so far as the bladder is 
concerned, and 3 other cases which will probably 
go into the cured column, that the author bases 
his claim for the efficiency of radium treatment in 
carcinoma of the bladder. 

Pedersen, in discussing Barringer’s paper on 
radium, quoted Kelly on fibroid of the uterus; 
211 cases were treated with radium, and in 87 of 
these the tumors totally disappeared after one or 
two applications of radium in the cavity of the 
womb. The applications were made with practically 
a uterine sound bearing the radium which was 
introduced with no more distress or difficulty than 
is caused by an ordinary uterine sound. In addition 
to the 87, 60 other women received great benefit, 
solely from the radium. 

In concluding, the author is of the opinion that 


radium will do as much as surgery, perhaps a little 
more, and one can accomplish with one application 
of radium what requires fifty applications of 
fulguration. TueEo. Drozpow!7z. 


LeFur, R.: Perforating Wound of the Bladder 
with Destruction of the Right Horizontal 
Branch of the Pubis; Primary Suture of the 
Bladder; Reconstitution of the Pubis (Perfora- 
tion de la vessie, fracas et destruction de la branche 
horizontale droite de pubis; suture de la vessie; 
reconstitution du pubis aprés résection sous-périos- 
tée de cet os). Paris chirurg., 1917, ix, 702. 


A soldier showed a deep contused wound of the 
suprapubic region, with section of the right cord 


‘necessitating castration, a large hematoma in the 


region of Scarpa’s triangle, a large rupture of the 
bladder, and almost complete destruction of the 
right horizontal branch of the pubis. On the day 
following a preliminary laparotomy, a primary blad- 
der suture was done. This not only failed but 
showed a slough at the site of suture. 

A few days later osteomyelitis showed in the 
pelvis, necessitating a very complete opening up and 
surgical cleansing of the right pubis so that the 
right pubic branch disappeared completely. This 
resection however, was carefully done and Le Fur 
had the satisfaction of seeing that the right pubis 
became almost wholly reconstituted with very 
little functional interference with the patient’s 
walking. A calculus formed about a small bone 
fragment in the bladder some months after the 
injury. It was removed by the lithotrite. 

Le Fur says that it is better at the front forma- 
tions not to suture the bladder primarily. None of 
the sutures thus made that he has observed have 
held. This is explained by the great degree of in- 
fection which is frequent in such patients, to the 
great difficulty of removing all the contused or 
infected tissues of the bladder without making un- 
necessary sacrifices of the bladder wall; also to the 
poor supervision of the retention sound, as com- 
petent assistants are not always found in the front 
ambulances. The only surgical conduct to follow 
is large drainage of the bladder by the hypogastric 
route. This does not delay recovery, but on the 
contrary advances it by preventing infection and 
necrosis of the bladder. 

Le Fur also refers to the necessity of always mak- 
ing a resection of the pelvic bones subperiosteally, 
because reproduction of the bone tissue may then 
be expected even when the loss is very extensive. 
Besides, in such cases an almost complete restora- 
tion to normal of the osseous lesions may be ob- 
served. There need therefore be no despair in such 
cases of obtaining good functional results. 

W. A. BRENNAN. 


Parmenter, F. J.: A New Operative Procedure in 
Impassable Stricture Without Perineal Sec- 
tion. Internat. J. Surg., 1918, xxxi, 137. 


The author details a summary of the etiology, 
symptomatology, pathology and types, and gives. 
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the common operations with their indications. He 
does not believe the objections of haemorrhage and 
sepsis with internal urethrotomy for a postbulbar 
stricture valid if the cutting is not over 20 to 22 F. 
and if an indwelling catheter is used for dilatation 
for several days. 

To decide the impassability of a stricture through 
an endoscope to the site, adrenalin is instilled caus- 
ing shrinkage, so that a catheter or filiform can be 
passed. 

The author uses a McCarthy endoscope and a 
special three-bladed knife. One cut of half an inch 
from behind forward is made. If the stricture is 
longer, the endoscope is advanced through the cut 
portion. Cotton applications control the hemor- 
rhage. A No. 18 catheter is passed through; the 
endoscope is withdrawn. 

Permanganate irrigations and a catheter reten- 
tion for three to five days are used. 

A summary of cases is given with a description of 
the complications. H. W. PLAGGEMEYER. 


LeFur, R.: "Urethral Autoplasty for Loss of Sub- 
stance with Destruction of the Urethra; Con- 
struction of a New Canal Without Stricture 
(Autoplastie urétrale pour perte de substance, avec 
destruction de lurétre; réfection d’un nouveau 
canal sans rétrécissement ultérieur). Paris chirurg., 
1917, 1X, 679. 

The soldier in the case reported had been wounded 
in the gluteal and perineal region; there was a left 
ischiopubic pelvic fracture, lesions of the testicles 
requiring double castration, and rupture of the 
urethra with enormous loss of urethral substance; 
the urethra was destroyed for 7 to 8 cm., there being 
no trace of the inferior, lateral, or superior walls. 
In spite of this large defect Le Fur was able to com- 
pletely cure the patient. He reconstructed the 
canal by a series of urethral and perineal autoplasties 


by the strip method. The new canal shows no. 


tendency to stricture. The full clinical details of 
the case are given and illustrated. 

Le Fur lays down the following essential principles 
as common to the treatment of all urethral fistule, 
as well as the repair of all losses of urethral sub- 
stance, whatever may be the mode of treatment 
employed. These principles must be employed to 
obtain success: 

1. Wide removal of all cicatricial tissue. Gen- 
erally not enough is removed and this is frequently 
the chief point which is neglected and the cause of 
failure. The freshening of the edges and the cutting 
of the autoplastic strips must be in absolutely 
healthy tissue. In the case reported it was necessary 
to remove an enormous mass of cicatricial indurated 
tissue so that after its removal the wound was of an 
extent approximating that originally caused. The 
sutures made in healthy tissue have held. 

2. A wide freshening up of important surfaces. 
The sutures must be made on surfaces of 1 to 2 cm. 
Galli tubes give good service and should be more 
frequently used. 
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3. The necessity of drawing off the urine (perineal 
or hypogastric) and of avoiding the retention sound. 
This latter is unquestionably the cause of a large 
number of failures and ought to be abandoned. 
Since replacing the retention sound by urine 
deviation, LeFur has only rarely had a failure, and 
recovery generally follows the first operation. 

W. A. BRENNAN. 


Benedict, S. R.: Scrotal Skin Grafts in Severe In- 
juries of the Penis. South. M. J., 1918, xi, 438. 


The author states that in repairing large cutane- 
ous defects on the penis one should have, first, the 
granulating surface on the penis free from infection 
and necrotic tissue; and second, the flap should be 
the full thickness of the skin of the scrotum down 
to the knot including the dartos. It should have a 
very large base and this base should not be severed 
at one time, but preferably in two operations about 
a week apart. The flap should be cut at least half 
again as large as ‘the area desired to cover, so as 
to allow for subsequent erection of the penis. 

The author reports an interesting case where 
a man suffered an electric burn which removed 
the entire skin of the penis except for a little strip 
about the width of a lead pencil on the under 
surface. This large wound was repaired by the 
technique described above with an excellent result, 
both cosmetic and functional. _V. D. Lesprnasse. 


GENITAL ORGANS 


Ivanissevich, O., and Gregorini, H.: A New Opera- 
tion to Cure Varicocele (Una nueva ‘operaci6n 
para curar el varicocele). Semana méd., Buenos 
Aires, 1918, xxv, 575. 


The authors think that the present methods of 
treating varicocele are unsurgical and unsatis- 
factory because they are not physiological. Since 
varicocele is more frequently left-sided and the 
anterior venous packet is more usually attacked, 
it is logical to direct intervention to that packet 
alone. The authors note that the funicular and 
deferential arteries become incorporated in the 
vicinity of the internal orifice of the inguinal canal. 
This fact enables them to operate directly on the 
spermatic arteriovenous packet which consists of 
two, three or four spermatic veins and arteries 
only and which are easily recognized in the region 
of the internal orifice of the inguinal canal. 

The skin is incised following the direction of the 
inguinal orifice; section of the skin, fascia and 
obliquus major exposes the cord and its elements. 
The cord is followed as far as the separations of 
the vessels referred to, and these after isolation 
from the spermatic veins are sectioned after 
double ligature. The spermatic packet is thus 
reduced to the artery and two venous stumps. 

The author says that the method removes the 
essential cause of varicocele, that it preserves the 
spermatic artery, and that the funicular and de- 
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ferential arteries are preserved intact, a result 
which is not obtained by the other methods. 

The authors have verified their method experi- 
mentally, but up to the present have had little 
opportunity to apply it in clinical cases. 

. W. A. BRENNAN. 


Castano, E.: Prostatic Cyst (Quiste de la prostata). 
Rev. Asoc. méd. argent., Buenos Aires, 1918, xxviii, 
317. 

Castano reports a case of prostatic cyst in a man 
aged fifty-six years. The case was diagnosed as 
such, the author having been guided by the symp- 
toms noted in a similar case reported by Albert 


Castano a short time before. The method employed: 


for approaching the tumor was a transvesical pros- 
tatectomy approaching the tumor through the 
anterior face of the neck of the bladder. The author 
states that this method was practised six years 
ago by Castano and Elizado, although it was not 
published at the time. 

Literature shows that prostatic cysts are of 3 
varieties: (1) cysts produced by obstruction of the 
prostatic ducts with retention of secretion; (2) 
cysts formed in the prostatic vesicle or sinus; (3) 
hydatid cysts. Both in the case now reported and 
that to which the author refers, the cysts had 
deteriorated into carcinomatous prostates and the 
patients in each case died soon after operation. 

In Castano’s personal case the circumstances 
were such that complete enucleation was found 
impracticable and it was therefore attempted to 
treat the carcinomatous prostate by radium. The 
man died some months later apparently from some 
metastatic development. 

The symptoms of cyst are similar to those of 
prostatic hypertrophy. In both the cases referred 
to there was retention of urine, and toward the end 
dysuria and hematuria as symptoms presumptive 
of malignant tumors; cystoscopy showed develop- 
ment of the prostatic tubes and Marion’s sign, 
and the irregularities in the hypertrophied lobes 
confirmed the diagnosis of carcinomatous prostate 
and cyst. W. A. BRENNAN. 


Simons, I.: Factors Determining Mortality in 
Prostatectomy. Jnlerst. M.J., 1918, xxv, 469. 


The primary mortality of prostatectomy in the 
hands of the general surgeon, according to Thomas, 
based on the report of twenty-six representative 
general hospitals in Pennsylvania and neighboring 
states, was 22.5 per cent. 

The primary mortality of prostatectomy, as 
obtained by some of the representative urologists 
here and abroad, as is follows: (1) by the supra- 
pubic method, Walker, in 112 cases, 5 per cent; 
Freyer, in 1,000 cases (first 100 cases, 10 per cent, 
last 100 cases, 3 per cent); (2) by the perineal 
method, Young, in 450 cases, 3.7 per cent; Watson, 
6.2 per cent; Proust, 5.8 per cent; Leguen, in 1,026 
collected cases, 8 per cent; (3) by both methods, 
Judd, 5.3 per cent. 
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In attempting to find the cause of such marked 
differences, it is necessary to inspect the problem 
with which they are dealing, and the answer may 
be forthcoming. The causes of death after pros- 
tatectomy may be grouped thus: (1) causes ap- 
apparently unavoidable: pulmonary embolism; 
cerebral thrombosis or embolism; (2) causes partly 
avoidable by pre-operative study and pre-operative 
preparation of the patient: renal insufficiency; 
urosepsis; (3) causes partly avoidable by operative 
skill and methods: shock; hemorrhage; pneumonia. 

It must be admitted that the causes of death 
enumerated in (1) are unavoidable, and _ their 
incidence, based on statistical experience, is by no 
means high. Being unavoidable, their occurrence 
cannot account for the marked differences of mor- 
tality percentages between the two groups of opera- 
tors mentioned at the beginning of this article. 

Passing on to (2), the problem is faced of renal 
insufficiency and sepsis as causes of postoperative 
death, and the reasons for classifying them as 
partly avoidable by pre-operative study and 
preparation of the patient. The clinical picture of 


the prostatic is, as a rule, a man of advanced age, — 


with more or less arteriosclerosis, consequent hy- 
pertension, and a small blood volume; he is suffering 
from a group of symptoms partly due to the ab- 
sorption of noxious products formed by the putre- 
faction of residual urine in the bladder, and partly 
to the back pressure up the ureters on the kidneys, 
with a lack of elimination of normal urinary pro- 
ducts, and a resultant retention of nitrogenous bodies 
in the blood. 

How are such elements of risk to be even partly 
avoided by pre-operative study and preparation? 
After a preliminary physical examination there are 
several important points in urinalysis. A phenol- 
sulphonephthalein test should be made by giving 
0.006 gr. of the dye intravenously, and a note being 
made of the time of its first appearance. A delay in 
the appearance of the dye beyond ten to fifteen 
minutes is not a favorable feature. Also, patients 
who eliminate less than 30 per cent of the dye in 
two hours had better be observed until a higher 
figure (40 to 50 per cent) is reached. Blood chemis- 
try is of great service. 

The value of cystoscopy cannot be under-esti- 
mated, through it is possible to obtain the function 
of each kidney separately and at times to observe a 
flow of pus from one or both kidneys, which makes 
the prognosis more grave; and through the cystos- 
cope it is possible to ascertain whether there is 
merely a median lobe or a general hypertrophy. 

Having arrived at a conception of the case from 
a thorough study of it, the question arises, about 
which there is still considerable discussion, namely, 
the question of one-stage and two-stage prostatec- 
tomy, or what is to be done with the cases that are 
bad risks? It has always seemed to the author that 
this class of cases can be done in one stage with 
preparation, provided that the preparation is 
thorough, and that this method is as safe as the 
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two-stage method and has advantages over it. 
In these cases the preparation is somewhat as 
follows: The patient is allowed to be ambulant, but 
in the hospital. He is kept on a regular diet. He is 
put on forced fluids and ugotropin, with the addition 
of sodium benzoate and boric acid if there is alkaline 
cystitis. He is now put on catheterization and blad- 
der lavage for a few days or a week, the phenol- 
sulphonephthalein output being estimated every 
few days. A permanent catheter is now inserted and 
plugged with a cork. During this period of perma- 
nent catheterization the bladder should be washed 
and the patient watched for clinical signs of renal 
insufficiency and, if these should ensue, the catheter 
should be removed and the preparation resumed 
later. 

In certain cases where there is complete retention 
and catheterization is impossible even with a 
stiletted rubber catheter, it may be advisable to 
confine the patient to bed, to make a tiny suprapubic 
incision, and inserting a large trocar (26 to 30 
French) into the bladder, put a catheter through 
this, and, removing the trocar, continue the above 
technique by means of the suprapubic catheter. 

The chief things that should delay operation are a 
poor general condition of the patient, a falling 
blood-pressure, urea and phenolsulphonephthalein 
excretion, and an acute epididymo-orchitis on the 
institution of the measures of preparation. 

The measures directed toward the avoidance of 
renal insufficiency and sepsis are summarized as 
follows: 

1. Few, if any, and perhaps no prostatectomies 
are urgent. 

2. The secondary symptoms of prostatic obstruc- 
tion should be relieved, if possible, before the pa- 
tient reaches the operating table. This is really a 
preparation of the kidney for the sudden (operative) 
relief of back-pressure to which it has become more 
or less accustomed. 
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3. The infected bladder should be cleansed 
as far as possible. 

4. Delay in operation is always advisable in the 
presence of complications or of fever that cannot be 
explained, as this may be due to pyogenic infection 
of the kidney. 

5. The one-stage operation with preparation is 
preferred in most cases where the two-stage opera- 
tion is usually said to be indicated. 

The second problem is that of the diminution of 
operative and postoperative shock, hemorrhage, and 
pneumonia. These are to be-considered as partly 
avoidable by operative skill and operative methods. 

The measures directed toward the avoidance of 
shock, hemorrhage and pneumonia are as follows: 

1. The cystotomy should be done under local 
anesthesia, preferably with a rather high incision. 

2. Speed during the cystotomy operation is not 
only unnecessary but undesirable. 

3. The enucleation of the gland should be done 
under gas and oxygen: narcosis with ether should be 
avoided; spinal anesthesia is less dangerous than 
that with ether. 

4. In enucleation of the gland, speed and skill 
are very desirable and materially diminish mortality. 

In no other operation is the after-treatment so 
important and so laborious. Neglect of this means 
material increase in mortality statistics, and is no 
doubt responsible for the mortality in the hands 
of some surgeons. The after-treatment should 
include: 

1. Avoidance of supine position as soon as pos- 
sible on account of the danger of hypostatic con- 
gestion of the lungs and pneumonia in the aged. 

2. Rapid resumption of full diet. 

3. Rapid removal of drainage in order to prevent 
an indurated suprapubic sinus. 

4. Assumption of drainage through the urethra 
by the early insertion of a retention urethral catheter. 

THEO. Drozpow!7z. 
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Basterra, S.: Detailed Technique of Extirpation of 
the Lachrymal Sac (Tecnica detallada de la 
extirpacion del saco lagrimal). Prog. de la Clin., 
Madrid, 1917, v, 277. 


The author states that extirpation of the lachry- 
mal sac is the most frequently used method of 
combatting dacryocystitis in modern ophthalmology. 
But in spite of being standardized, it is unques- 
tionably in most cases one of the most difficult 
operations in ocular surgery to execute well. The 
author thinks the reason for this is that even in the 
best textbooks details of the operation are omitted. 
It is in understanding and attending to all the details 
that the success of the operation depends. 

The author therefore in this article gives a very 
elaborate description of every phase of the technique 
as followed in the Vienna school. ‘The article is 
accompanied by a series of colored plates illustrating 
each stage in the operation: the anesthesia injec- 
tions; incision of the skin; exposure of the sac after 
the sectioning of the overlying muscles, isolation 
and removal of the sac. 

The complications which may arise during and 
- after the operation are also described. 

W. A. BRENNAN. 


Brav, A.: The Clinical Value of Pupillary Changes. 
N.Y. M. J., 1918, cviii, 143. 

In a study of the pupillary changes that may 
be observed, the author makes note of the following 
conditions: (1) form and color of the pupil; (2) 
size of the pupil; (3) contents of the pupil; (4) 
asymmetry of the pupils; (5) reaction of the pupil; 
(6) associated ocular conditions. Much may be 
gained by such a systematic observation as thus 
outlined, both as to the local condition of the eye 
and also general constitutional disease. 

The above conditions are discussed at some length 
to show the value of making observation of the 
pupil of the eye and what may be thereby gained 
in diagnosis of disease of the eyes and general 
systemic disease. The author makes the point 
that it is only the combined observation giving a 
symptom complex that is to be of aid in diagnosis. 

A dilated pupil alone cannot point to a definite 
pathological condition. However, a dilated pupil 
associated with inflammatory symptoms of the eye- 
ball, asteamy cornea, reduced vision and high tension 
at once points to a definite clinical condition, i. e., 
acute glaucoma. 

On the other hand, a dilated pupil that does 
not react to light, not accompanied by inflammatory 
symptoms and associated with paralysis of the inter- 
nal rectus, and accommodative disturbances points 


at once to paralysis of the oculomotor nerve. A 
partially dilated pupil with lateral nystagmus 
and temporal atrophy of the optic nerve is pathog- 
nomonic of multiple sclerosis. 

A contracted pupil that does not react, associated 
with inflammatory symptoms of the eye, is diag- 
nostic of acute iritis, while a contracted pupil 
that does not react to light, which is slightly irreg- 
ular and shows signs of adhesions accompanied 
by a diminution of vision, is indicative of chronic 
iritis. A contracted pupil that does not react 
to light, but is round, whether associated with a 
reduction of vision or not, is practically always 
diagnostic of cerebrospinal syphilis. J.S. CLark. 


Doyne, P. G.: Myopia and Myopic Astigmatism in 
Relation to the Glare of Mesopotamia. Brit. 
M. J., 1918, i, 563. 

During at least nine months of the year the glare 
in Mesopotamia is such that glare-protectors fitted 
with a green tinted glass must be worn by the 
troops, and these have been stated to be as im- 
portant in preventing heat stroke as the sun helmet. 
This is too positive a statement, as victims of 
heat stroke are suffering from a toxemia, usually 
the early stages of sand-fly fever or malaria, but 
persons with myopia and especially myopic astig- 
matism are often affected by the glare to such an 
extent as to render them useless for any outdoor 
employment. An explanation is not offered. 

A case is cited of a myope of 6.0 w 2.0 cyl. who 
became blind on coming out of a church; he re- 
covered in darkened surroundings, and again lost 
vision when sent to the parade ground later. His 
amblyopia disappeared after a week’s treatment with 
strychnia and he was assigned to other service. 

S. S. Howe. 


Loeb, C.: A Report of Some Interesting Ophthal- 
mologic Cases. Illinois M. J., 1918, xxxiii, 257. 


In the first case reported, at birth and after 
normal delivery, it was noted that the eyelids of 
the child were greatly swollen and that there was a 
slight discharge. Ten hours later the author saw 
the case. The lids were swollen and retractors 
were required to separate them. An ulcer was 
found on the lower left lid 4 mm. by 1.5 mm. 
From a smear and culture a diagnosis of pseudo- 
diphtheria was made. The fellow eye showed only 
slight discharge. Loeb concludes that the infection 
was intra-uterine and bases his conclusions on these 
points: (1) normal labor; (2) the appearance of 
the eyes at birth; (3) impossibility of the develop- 
ment of an ulcer between birth and the time he 
saw the case, viz., ten hours. 

The second case was that of a baby whose eyelids 
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at birth were swollen and bulging. Maternal 
complications prevented attention being paid to 
the eyes of the child for an hour, when 2 per cent 
silver nitrate was instilled. Four hours later re- 
tractors separated the greatly swollen lids and 
revealed much discharge. The cornea was intact. 
A smear showed staphylococci and streptococci, 
but no gonococci, while a culture was negative. 
Under cold compresses, 5 per cent silvol and later 
2 per cent zinc sulphate was administered. The 
case recovered in ten days. 

The third case was an adult with typical acute 
iritis of the right eye, who gave a history of rheu- 
matism, but no syphilis. The usual treatment was 
instituted and his condition improved. Ten days 
later an acute exacerbation occurred. The tonsils 
were removed because of a suspicion of focal infec- 
tion. The eye became worse for a few days, then 
improved. Thirteen days later there was another 
relapse. Four days later injections of autogenous 
vaccines prepared from the tonsils were begun and 
the eye made a rapid improvement. In ten days the 
inflammation had disappeared. ‘Two weeks later 
the patient returned stating that his left eye had 
become flushed and that he had used atropine. 
With a history of an attack of gonorrhoea seven 
years before, and in view of a complement fixation 
test being 35 per cent positive, injections of gonor- 
rhoeal vaccine were instituted. These were given 
three times a week for four weeks with a resultant 
improvement in general health and no return of 
the eye condition. Loeb deems this a case having 
two foci of infection; he thinks that the gonococcal 
infection was primary and that the tonsillar con- 
dition was due to metastasis. 

The fourth case gave a history of recurrent 
attacks of iritis extending over a period of eight 
years, with some rhinitis and pharyngitis. The 
only foci treated seemed to be tonsillar and nasal. 
The teeth had been neglected, and were literally 
bathed in pus. For a long time the patient refused 
to have the teeth extracted. A year later another 
attack of iridocyclitis occurred in the left eye. 
Between January and July there were four attacks. 
On July 1 the teeth were extracted. Since that time 
there has been no further trouble. The author calls 
attention to the fact that all possible foci must be 
eradicated to effect a permanent cure. 

The fifth case was a double cataract in a man 
sixty-two years of age. There was persistent 
dilatation of the pupil for a period of six months 
after a combined extraction in one eye, then it 
subsided with resultant good vision. 

The fellow eye was operated upon six months 
later with good results. The author cannot explain 
the high degree of pupillary dilatation, its continued 
dilatation after withdrawal of the atropine, nor 
why it spontaneously disappeared six months later. 
The interesting point is that a previous astigmatic 
condition changed from a myopic oblique form to 
a spherical refraction in one eye and a hyperopic 
astigmatism, axis 180, in the other. 
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Loeb concludes that the healing of the corneal 
incision altered the curvature of the cornea to such 
an extent as to compensate for one eye and to over- 
correct it in the other, changing it to an hyperopic 
astigmatism. He deems it therefore justifiable in 
high astigmatism to make a simple corneal incision 
in the hope that subsequent healing will produce a 
lessened amount or at least a small amount of astig- 
matism. 

The sixth case was a patient aged fifty-five 
years, with a cataract of the left eye. It was appar- 
ently a normal case. The tension was slightly 
lowered, with perception and projection good. 
At the conclusion of the corneal incision there was 
a collapse of the eyeball. The sclera seemed to 
fall in through lack of support. The operation was 
completed and the lens extracted by the use of the 
loop; there was no loss of vitreous. An air bubble 
appeared in the anterior chamber and this was 
partially expressed... The patient was kept quiet 
for an hour upon the operating table following the 
operation. Loeb expected an intra-ocular hemor- 
rhage, and was agreeably surprised to find the eye 
all right at a subsequent dressing. The air bubble 
was gone, and there was a slight iritis. The author 
does not fear the presence of an air bubble following 
extraction. He attempts to express it, but is not 
concerned at his failure to do so. 

In the seventh case, a marked oedema of both 
eyelids followed a Smith double operation for 
cataract. An interval of two weeks intervened 
between the two operations. At first there was fear 
of infection, but this did not occur, and healing 
was normal. A conjunctival redness continued for 
several days, as did the swelling of the lids. Loeb 
has never experienced this condition following other 
cases of the Smith operation and he is led to believe 
this probably an angioneurotic oedema, but as to 
its cause he confesses no knowledge. 

In the eighth case a report is made of a bilateral 
dislocation of the lenses of both eyes into the vit- 
reous. While floating freely therein, they would 
fall in their normal position with the head lowered. 
With but slight hope of a successful outcome an 
extraction was done with the usual steps of the 
von Graefe method, except for the fact that the lens 
was delivered with the wire loop. Thirty-six hours 
later the dressings were found bloody and the patient 
in severe pain. Upon examination it was found 
that the corneal incision was separated and between 
the lips of the wound a clot presented which extend- 
ed back into the eyeball. Vision was gone. Tension 
was greatly increased, and the patient in great pain. 
Enucleation followed. J. S. Crark. 


Slocum, G.: Report of a Case of Cicatricial Ectro- 
pion Corrected by a Plastic Operation. J. 
Mich. St. M. Soc., 1918, xvii, 189. 

The patient was a man of thirty-five who had 
suffered such a burn of the right lower lid and 
cheek at ten years of age that a cicatricial ectropion 
resulted of such an extent that the lashes rested on 
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the cheek. A Blasius flap from the temple was 
carried below the lid lifting it to its normal position; 
but owing to too great laxity of the lid border and 
hypertrophic conjunctivitis the deformity was 
changed from a cicatricial ectropion with stretching 
and displacement of the lid to a flaccid ectropion. 

The conjunctiva was reduced by the alum pencil 
and the Ziegler cautery operation, following which 
the Kuhnt-Szymanowski procedure for shortening 
the lower lid was done with a perfect result, bringing 
the lid close against the eyeball. 

Photographs of the case and seven textbook 
illustrations of the operations accompany the 
article. S. S. Howe. 


Srinivasachary, E. V.: Cataract. Madras M. J., 
1918, i, 81. 

Observations made at Smith’s Clinic at Julland- 
har are recited in order. 

Vitreous escape in the intracapsular operation is 
certainly not a part of the Daviel procedure. The 
drop mentioned is practically not much more than 
the pharmaceutical drop, owing to the method of 
holding the lids. Since in the Daviel operation with 
the appearance of vitreous there is nothing to do 
but to close the eye at once, a poor result could be 
expected, for if all lens material were forced out 
with the vitreous, good vision would have resulted, it 
being retained lens material with vitreous loss that 
is to be feared. 

The fact that no instructions as to how he shall 
act or hold his eye are given the patient either before 
or during operation is considered important, as 
Daviel’s operation and successful extraction in a 
nervous patient are often incompatible. 

In spite of the preparation, consisting of douching 
with 1:2,000 perchloride, or 12 per cent silver 
nitrate in bad trachoma cases a few days before, the 
patients get on wonderfully well. Ambidexterity 
is not cultivated in Madras or Punjab, as the right 
hand acquires a much higher degree of efficiency 
when always used than if both are trained. 

In permitting removal when the cataract unfits its 
possessor for the performance of his ordinary duties, 
the Smith has its greatest advantage over the usual 
operation. 

Postoperative iritis is never seen, as atropine is 
not used and there is no capsule or cortex left be- 
hind to irritate the iris, and as only one instrument 
is introduced within the eye, sepsis is exceptional. 

The absence of after-cataract is of great im- 
portance, as the average Indian peasant is as exact- 
ing as regards vision as any individual, and if left 
with a secondary cataract would go back to his 
village with the report that he fared no better at 
the hands of the city doctor than he would have if 
treated by an intinerant lens coucher. S. S. Howe. 


Zarzycki: Ocular Osteoplasty (De _ |’ostéoplastie 
oculaire). Paris chirurg., 1917, ix, 690. 


Zarzycki, in order to attain the ideal artificial 
eye having synergic movements with the other eye, 





after enucleation fills the cavity with an osteo- 
periosteal living graft. The operation is done in 
threestages. The first stage c6nsists of enucleation, 
lavage and temporary tamponing of the cavity with 
sterile gauze until ready to receive the graft. The 
second stage is the preparation of the osteoperi- 
osteal graft which is taken from the upper third 
of the internal face of the tibia. The graft is trimmed 
to the proper size and is about 1 to 2 mm. thick, 
The third stage consists in the transplantation 
of the graft. It is sutured with fine catgut to the 
conjunctiva, not involving the periosteal surface 
however. No drainage is made. 

Zarzycki states that the graft lives and that new 
bone tissue is produced by the osteogenetic power of 
the graft. The evolution of this new bone formation 
may be followed under the screen. The results 
as regards mobility are much better if musculo- 
conjunctival suture of the rectus muscles is done in 
the first stage. 

The artificial eye may be fixed after the fifteenth 
day. Details of the technique are given. 

W. A. BRENNAN. 


Levin, I., and Cohen, M.: The Action of Radium 
on Cataract. N. Y. M.J., 1918, cviii, 4. 


The authors make a preliminary report upon their 
experience with the use of radium in the treatment of 
cataract. Three cases were reported in which radium 
is used with what seemed to them very beneficial 
results; there was increased fundus reflex, larger 
areas free from lenticular striz, and an increase in 
visual capacity. The authors have undertaken a 
broader study of the subject upon animals, upon 
which they expect to make a more extensive report 
at a later date. 

As to the technique of application of the radium 
therapy, they make no detailed report at this time 
but promise this feature in their next paper. 

J. S. CLARK. 


EAR 


Dench, E. D.: Otitic Meningitis. Laryngoscope, 
1918, xxviii, 501. 

While including under the term otitic meningitis 
in its broadest sense such conditions as extradural 
abscess and serous meningitis, the chief purpose of 
the author in the present communication is to give 
his views on the treatment of otitic leptomeningitis. 
These cases he divides into (a) fulminating, (b) 
frank, and (c) latent types. 

The fulminating present the well-recognized 
symptoms of meningitis, are easily diagnosed, and 
terminate fatally in from twelve to forty-eight 
hours. While this type may be due to an otitic in- 
fection, the author believes that many of these cases 
can be better called coincident meningitis, as autop- 
sy has frequently failed to reveal the connection 
with the otitic infection. The frank cases likewise 
present the well recognized symptoms of meningitis 
and offer no difficulties in diagnosis. But the latent 

















SURGERY OF THE EYE AND EAR 


cases are the ones offering the greatest difficulty in 
diagnosis and the ones which can be given most 
help by surgical intervention. 

In these cases the first symptoms which present 
themselves are those of general malaise, moderate 
temperature ranging from 99° to 1o1°, some head- 
ache and vomiting, particularly when these occur 
after an operation on the middle ear and mastoid. 

As regards treatment, the author advises: 

1. Removal of the primary focus of infection. 

2. Exposure of a large area of dura, with sub- 
dural drainage in cases of the fulminating type. 

3. Repeated lumbar punctures in all cases. 

In conclusion the author holds out a hope for 
every case when surgical intervention is permitted, 
unless they are actually in extremis when seen by the 
surgeon. Orto M. Rott. 


Kerrison, P. D.: Report of a Case of Chronic 
Middle Ear Suppuration Treated by the Carrel- 
Dakin Method, Following a Radical Operation. 
Laryngoscope, 1918, xxviii, 537. 


After the radical operation, the wound cavity was 
flushed with Dakin’s solution. A short gauze wick, 
saturated with the same fluid, was placed loosely in 
the cavity and a gauze dressing applied. On the 
following morning this dressing was removed and 
the following routine instituted: 

The nurse was instructed to fill the wound cavity 
every hour during the day with Dakin’s solution, 
the patient lying for twenty minutes thereafter with 
the sound ear buried in the pillow, after which the 
fluid was allowed to run out and the ear protected 
with sterile absorbent cotton. At night,i. e., at the 
time of the last Dakin bath, the wound cavity was 
dried, then filled with chlorazine paste and a pro- 
tective gauze dressing applied. 

The treatment was carried out for three successive 
days. Then once daily the wound cavity was thor- 
oughly irrigated with Dakin’s solution. The cavity, 
having been dried, was then filled with chlorazine 
paste and further protected by a pad of sterile 
cotton placed in the concha and held in position by 
collodion. This was done daily during the first three 
weeks and thereafter on alternate days. 

Epitomizing the effect, the author states that in 
actual duration of the postoperative treatment, 
this method did not in this case result in curtailment, 
as he was discharged as cured exactly two months 
after his operation. Chlorazine paste seems greatly 
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to promote epidermization in certain parts and in 
others to retard it. The following advantages may 
be directly attributable to this method: 

1. The bone cavity from start to finish seemed 
surgically clean. 

2. There were no masses of granulations to con- 
tend with. 

3. Epidermization over essential points, e. g., the 
posterior recess and the eustachian orifice, was par- 
ticularly rapid. 

4. Treatment is practically without discomfort 
to the patient. Orto M. Rorr. 


Jones, J. A.: Mastoid Disease in the Balkans; Some 
Notes on Diagnosis. Lancet, Lond., 1918, cxciv, 
704. 

In the Balkans there are two diseases met with 
which may present symptoms simulating mastoid 
disease, namely, trench fever and malaria. Through 
error of diagnosis two cases of the former and one of 
the latter were operated upon for mastoid disease. 
In the two cases of trench fever it would seem that 
the condition of the mastoid process must have been 
analogous to that of the tibia which is so commonly 
met with in this disease. There was very marked 
tenderness on slight and deep pressure over the 
mastoid process, with an evening temperature of 
ror F. 

The case of malaria had had a mastoid operation 
five years previously. The symptoms were those of 
a recurring condition and a second operation was 
performed with absolutely negative findings. A 
course of quinine cleared up the case subsequently. 

P. W. SWEET. 


McBride, P., and Turner, A. L.: War Deafness, 
with Special Reference to the Value of Vesti- 
bular Tests. Lancet, Lond., 1918, cxcv, 73. 


The authors have reached the following conclu- 
sions: 

1. Concussion deafness is generally due to some 
organic change. 

2. The prognosis is usually bad. 

3. The results of the vestibular tests can only be 
utilized in conjunction with information derived 
from other sources. If the patient shows other 
hysterical symptoms, vestibular tests may perhaps 
under certain circumstances help diagnosis; but to 
state that they do more than this is misleading and 
dangerous. Orrto M. Rort. 
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NOSE 


Babcock, J. W.: Bacteriological and Clinical 
Aspects of Infection of the Accessory Sinuses 

of the Nose. Laryngoscope, 1918, xxviii, 527. 
This investigation was undertaken in an attempt 


to correlate the bacteriological findings with the 
clinical types of sinusitis, and if possible to give aid in 


making an early prognosis and in selecting an appro- * 


priate form of treatment. This study revealed the 
fact that the pneumococcus is pre-eminently asso- 
ciated with acute attacks and the streptococcus with 
chronicsinusitis, staphylococci being well represented 
in both groups. It was also noted that acute cases 
are more often associated with a single organism. 

Very little difference in the length and kind of 
treatment and results to be expected in the different 
groups of acute cases has been found. But in the 
chronic cases it was found that the staphylococcus 
group had the longest average duration of treatment 
and a low percentage (62) of cures, with a high per- 
centage (40) of operations required. 

Orro M. Rorrt. 


Citelli, S., and Caliceti, P.: Hypophyseal Feminism 
in Adenoid Subjects (Su tre soggetti adenoidei 
con feminilismo ipofisario). Policlin., Roma, 1918, 
XXV, sez. prat., 245. 

In a previous report Citelli has shown that in 
certain adenoid subjects a psychic syndrome may 
be observed, especially in adolescence. This 
syndrome consists in a marked deficiency in memory, 
in somnolence or insomnia, in lack of power to fix 
the attention, and in intellectual weakness. This 
syndrome may even be observed in various diseased 
conditions of the nasopharynx and sphenoid regions, 
especially tumors. It is probably of hypophyseal 
origin. 

The authors report the details of three cases ob- 
served in soldiers. In these cases there was a his- 
tory of adenoids which had not been treated, rem- 
nants of which still persisted. The syndrome was 
marked in the three cases, and in addition there was 
very manifest feminism. In all three cases there was 
a marked local and general reaction to subcutaneous 
injections of hypophyseal extract, a reaction which 
was not observed in controls. 

The authors think that the occurrence of such a 
psychic syndrome in adenoid subjects is not very 
unusual. Citelli connected this syndrome with the 
hypophysis, and its occurrence in the cases noted by 
the authors, together with the marked feminism 
and reaction to pituitary extract, appears to them 
to be a confirmation of its hypophyseal origin. This 
feminism has not previously been noticed in adenoid 
subjects. The authors are satisfied that it was of 


hypophyseal rather than of sexual origin since in 
all cases the genitalia were fully and normally de- 
veloped. 

They think the change in the hypophyseal secre- 
tion is a qualitative one rather than quantitative. 
There was no hypophyseal tumor, as their investiga- 
tions showed; but they think that any functional 
and minute alterations in the gland occur through 
indirect routes (such as the basisphenoidal), and 
that adenoid growths are the essential cause of 
these changes in individuals predisposed to hypophy- 
seal disturbance. The possibility of mental dis- 
turbance is a further reason why adenoid growths 
should be removed early, because if such changes in 
the hypophysis become manifest, it will be too late 
for any effective treatment. W. A. BRENNAN. 


MOUTH 


Allen, H. R.: Restoration of Part or All of the 
Lower Jaw. J. Indiana St. M. Ass., 1918, xi, 230. 


Allen makes a preliminary report on restoring 
part or all of the lower jaw. He recommends an 
incision two or more inches below and parallel with 
the clavicle on one or both sides, depending upon 
the case. The incision must be sufficiently long so 
as to obtain the proper amount of skin and soft 
tissues plus the superior and anterior section of the 
upper half of the clavicle. The lower skin incisions 
may be carried directly across or pointed upward 
toward the median line. At the end of the horizontal 
incision, vertical incisions free the flaps accompany- 
ing the proper lengths of the superior portions of the 
clavicle on both sides, providing both sides require 
restoration. 

The bone and soft tissues, with its circulation 
impaired though not cut off, is drawn upward and 
sutured to the denuded face and raw tissues above. 
The lower flap of skin and facia may be used to 
cover raw surfaces to extend across and form a floor 
for the mouth. M. N. FEDERSPIEL. 


Bubb, C. H.: Some Principles Involved in the 
Treatment of Mandibular Fractures. Proc. 
Roy. Soc. Med., 1918, xi, Sect. Odontol., 27. 


The author calls attention to the difficulty of 
interpreting roentgenograms of mandibular fractures. 
Though the X-ray is a great help in the diagnosis of 
this type of fracture, to show the condition of the 
bony ends, the presence of comminution, a root, 
tooth, or foreign body, it is not without fallacies 
as a guide to the actual bony loss, especially in 
later cases of non-union. He quotes one case which 
from the X-ray was considered suitable for bone- 
grafting, but in which operation revealed such an 
extensive bone loss that grafting was impossible. 
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He says the intrabuccal film method where appli- 
cable yields better and more accurate information 
both as to the extent of the gap and the depth of 
the fragments. 

He divides his treatment into: (1) the initial 
treatment of frequent irrigation, using various types 
of antiseptics; (2) the cleaning-up operation, which 
he discusses under two headings: (a) extraction of 
teeth; (b) procedure at the site of fracture. 

His method in the cleaning-up operation is one 
of ultra-conservatism. Teeth or roots actually in 
the line of fracture are removed, but no unneces- 
sary removal of teeth is done. He claims that the 
early removal of such roots or teeth, especially 
when situated adjacent to a fracture, is, owing to 
rapid absorption of the alveolus, a frequent cause 
of the neighboring and lacerated soft tissues becom- 
ing adherent to a more extensive area of bone, thus 
rendering it more difficult for the subsequent adap- 
tation of a denture. Owing to the fact that such 
patients have their mouths frequently irrigated, 
it has not been found that the deferring of any 
necessary extractions at this stage has rendered them 
more liable to pneumonia, gastritis, or enteritis. 

He never removes any splinters or comminuted 
fragments of bone unless entirely detached from 
surrounding tissues. In the early stages this 
physical condition must be regarded as the only 
reliable guide, as no X-ray evidence is of the slighest 
value in demonstrating viability. He interferes 
with the site of fracture as little as possible. Early 
reduction in correct alignment and early splinting 
to keep the fragments and comminuted pieces of 
bone at rest has proved to be the soundest and 
most certain method of controlling and combating 
sepsis. 

As regards alignment in treating fractions of the 
mandible, it has been his invariable rule to reduce 
and splint in correct dental occlusion, irrespective 
of the interval that may be thereby produced 
between the ends of the fragments. In order to 
follow this procedure, early splinting is necessary. 
In favorable cases the gap can be completely bridged 
by bone thrown out by such comminuted fragments, 
in conjunction with similar outgrowth from the 
ends of the mother bone. 

In two of his cases gaps up to 24cm. were bridged 
over with new bone, although no comminuted frag- 
ments appeared to be present. Both fractures were 
situated in the region of the symphysis. The frag- 
ments had been allowed to fall together, producing 
the characteristic V-shaped deformity, and in this 
malposition union had occurred. Surgical inter- 
vention was resorted to and a bony union resulted 
in both cases within three months. In 17 cases with 
malocclusion this procedure was adopted with uni- 
formly satisfactory results. For the reduction of 
this type of deformity he has never resorted to the 
use of an orthodontic appliance. Out of 270 cases 


that have come under his observation soon after the 
infliction of their injury, non-union occurred in 30 
cases. ° 
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He discusses two types of splint. The first is by 
means of circumferential wires, as suggested by 
Cole. This method has proved satisfactory, espe- 
cially in edentulous cases in which the anterior ends 
of the fragments are so prone to become tilted down- 
ward when other types of splints are used. The 
second type is a modified Gunning, with a flange 
extending backward to control the posterior frag- 
ment. ‘This flange is lined with soft rubber or 
gutta-percha. This splint is always fixed in the 
open-bite position, the advantages of which are: 

1. All parts of the mouth are rendered accessible 
for purposes of cleansing and irrigation. 

2. There is greater comfort of the patient, greater 
facilities for feeding, and a greater range of diet 
possible. 

3. Trismus is prevented in patients liable to this 
complication. 

4. The open-bite position is essential in intra- 
tracheal methods of anesthesia. 

5. The chances of obtaining bony union are greater 
in this position than in any other. 

He lays great stress on the control of the posterior 
fragment. He says the difficulty urged by some of 
insuring a correct occlusion in the open-bite position 
is an imaginary one. It is merely a question of 
mounting models on an articular correctly in exactly 
the same way as should be done for setting up a 
full upper and lower denture. Instead of using 
Snow’s face bow, he uses an outside spring caliper 
with spring nut. The only measurements required 
are the distance from condyle to median alveolar 
margin of the upper jaw, and the transverse condylar 
diameter less one-fourth of an inch allowance for 
soft tissue coverings. His formula has been normal 
occlusion plus mandibular rigidity, as opposed to 
normal occlusion versus mandibular rigidity. 

G. W. Hocwren. 


Greenough, R. B.: Radium in the Treatment of 
Carcinoma of the Buccal Cavity. Boston M. 
&# S$. J., 1918, clxxviii, 598. 

Greenough calls attention to the advantage of 
radium in the treatment of carcinoma of the buccal 
cavity. 

In the 28 months from April, 1912, to January, 
1916, 139 cases of mouth cancer presented them- 
selves at the Huntington Hospital. They were 
divided as follows: lip, 39 (radium used in 19 cases; 
improvement in 8); palate, 8; lower jaw, 36; upper 
jaw, 11; tongue and floor of the mouth, 33 (radium 
used in 26 cases; improvement in 9g); tonsil, 7; 
cheek, 5. 

He attributes the causes to pyorrhoea and ill- 
fitting tooth plates or jagged teeth which wound 
and keep the surface of the cheek or tongue irritated. 
Tobacco is also a common source of irritation to the 
buccal mucosa. 

The best opinion of the present day is opposed 
to the exploratory excision of fragments of tissue 
for early cancer diagnosis, on the ground that 
cutting into cancer tissue tends to spread the 
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disease. The diagnosis can be made by other 
methods, and the incision can be avoided. 
M. N. FEDERSPIEL. 


Wade, R.: Methods of General Anzsthesia in 
Facial Surgery. Lancet, Lond., 1918, cxciv, 794. 


In operations on the face and lower jaw the 
maintenance of good airway and avoidance of inter- 
ference with the aseptic technique and the field of 
view of the surgeon are the two main difficulties 
encountered. From the anesthetist’s point of view 
such plastic operations may be divided into two 
groups: thosein which blood finds its way into the 
air passages; and those in which it does not. 


The author describes five different methods of: 


anesthesia in the lying-down position and two in 
the sitting-up position, and discusses the merits 
of each and the class of cases best adapted for each 
method. In the summary an extensive table is given 


of the types of operation and methods of adminis- 
tration of the anesthetic most suitable for each 
case. P. W. SwEEeT. 


Aguirre, R. T.: Congenital Ranula of the Tongue 
Developed in the Left Blandin-Nuhn Gland. 
Surg., Gynec. & Obst., 1918, xxvii, 45. 

Aguirre reports a case of congenital ranula in a 
girl thirteen years old. The operator proved that 
the mass developed from the left Blandin-Nuhn 
gland. 

After sectioning the anterior wall of the cyst and 
evacuating its contents, the interior was cauterized 
with silver nitrate, tamponed with iodoform gauze, 
and covered with a moist dressing. On the second 
day the cyst wall, modified by the cauterization, 
was detached by hydrotomy and by the twelfth 
day the cavity closed, giving the tongue normal 
function. M. N. FEDERSPIEL. 
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